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‘FOREWORD

A primary goal of the modern mental health practitioner; 4nd of
the National Institute of Meatal Health (NIMH), is preténtion—
prevention of mental and emotional disorders or, at least, of their
persistence, recurrence, and debilitating effects; prevention of un-
productive and unhappy years; and prevention of publi§ misunder-
.standing about emotional problems through education: Among
these problems, neurotic“disorder.looms large. It is cohsidered one

. "of the most prevalentlof the emotional disorders, difficult to define

and to classify. The difficulty is understandable. Many symptoms
<mnay be described in terms c¢gmparable to those of the more serious
psychotic and personaht_\, disorders; conversely, many” symptoms

resemble ;Byhablts abtitudes, and moods of the average man or °

womgn. lr'addition the syndrome has received less attention from
archers in recent years than the more flamboyant psychotic

dnd drug-induced Londmonq and many individuals who might be:

dmgnosed as neurotic do not seek therapy, thus diminishing oppor-
tunities in that sector for the development of broader clinieal and
diagnostic experience.

The NIMH has moved toward the goal of prevention through
support of relear('h on treatmen? of emotlonal disorders and on the
effects of anxiety and hostility on behavior. Becausg.of the enor-
mous public health and socml cofisequences of this problem and
greater awareness in this decade of the alarming spread of depres-
sion and anxiety, the NIMH belioves that clearer classification of

the disordet should be made and that, through systematic research, -

a number of questions'should-Be addréssed Why are some cases of-
«this disorder chronic while others remit spontaneously?.Is there a: .

genetic contribution? How.do certain neuroses differ at dlffergnt

stages of life? What is the contrlbutlon)of |n?erfam|lv relatlonshlpq
and social clags? L
l'nderstdndmg, oné of the chief components of prevention *in
fnontdl health, is pot for the researcher bt elinician only but for all
who may be con\erned with their.own conflict and pain or that of
family membery. Uhderstanding can be promoted by the provision
of greater knowledge about the genesis and dynarnies of psychic
dlwqtrew by the'evidence that many patterns of thought and behav-
ior can fldurwh within what is called the normal range; and, most

importantly, by the assurance tHat those pdtternq which -prove. |

maladaptive and distressing are treatable. The thlonal [nstitute
of Mental Health believes that this publl(‘atmn will aid in develop-
ing such understanding. .

G I ) '
Francis N. Waldrop, M:D).
| Acting Director
\ National Institute of Mental Health
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“"Whoever succeeded in draining the whole cup with grace?”
: b

from a lecture, *The Stages of Lite”
Carl Gustav Jung

‘,J- Y . o

The range of human emotions is as wide and varied as the spec-.

trum on a decorator's (,OIOI‘ wheel. Such expreqsmns as “purple with
LT3

rage,” “red with anger “white with fear” are as familidr as the
names of the primary coloré'and because they reflect experiences

-~

=~

common to everyone, as oid as man’s first attempts t,o provide a.

verbal image of the human coziditien.

By varying the amount of light or darkqes*%, white or. black, -

added to a basic pigment, the artist can alter the value of a color.
By varying the brightness or. density; he can alter the intensity,
,turmng red into maroon, yellow into dull gold, sky-blue into cloudy
.gray, So it is that most people f1nd the days of their lives varymg in
value and intensity; some bright, some dreary and dull. When
the density of anxiety, fear, and depression dominate a life, with
_no light to vary thpit dnll thue, the result may be emotional
dlsturb\anw s '

Is thére anyone’who has ot felt/an viety about some future
event—a new job with increased respmﬁubllltleq a dinner party
where everything must go right, or a thove to a new neighborhood?
~Isn’t there dread of the unknewn mixed with a child’s antlcnphtlon
" of the first day of school, and doesn’t near-panic seize somé grand-
parents at the approach of yet another birthday?

Who has never been .depreqsed blue on days when everythlng'

goes wrong, with a feeling of _eing useless and unloved? And who

has not known depression anu grief following the loss of soméone

dear? : .

.Td the anxieties familiar to all of us and to the moods of depres-

sion, whether caused by grief or just the ups and downs of living,
\fvar may he added” as a recognizable reaction. Eight-month-old
bab}pq fear strangers, and little children may be afraid of dogs for
a time. Old, Walf-remembered tales apd the daily news may fill us
with alarm.

But )uqt ¢

most babies learn to respond to friendly smiles wnth
« of their own and most children, after a few timorous

ddvanws lose the wy&w of panic- they - felt at the approach of a
“
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small, tail-wagging dog, so most people, as they mature, learn Lo ;

handle anxious moments and blue periods as a part of living.

However, there are many whose lives are less than full and
contented. Instead of coping with problems in everyday living, they
have learned to avoid them. Since it has usually appeared ecasier to
face even ordinary challenges with a rigid pattern of thought and
action, such people eventually become unable to see for themselves
the reasons for their self-defeating lifestyles, or seeing, they may
be unable to change by themselves. As their concerns more habitu-
ally turn inward, their interpersonal relationships become more
unsatisfactory. As they realize their failure to fulfill their responsi-
-bilities not only to others but to themselves, they become burdened
with guilt, For many, the anricety caused by a hurtful experience
may impede mature responses‘in the future.

Physical symptoms accompanying this disorder vary, of course,
from persgn to person, depending on"the extent and nature of the
problem. Generally, however, many of these symptoms are associ-
ated with the autonomic nervous system: palpitations, rapid or
shallow breathing, dizziness, tremor, or-tachycardia. There may
also be such indications of anxiety as insomnia, restlessness, or
unwarranted fatigue.

How Extensive is Neurosis? : : .

This coniditjon, called nenrosis, is virtually impossible to quantify
statistically. The Division of Biometry znd Epidemiology of the
National Institute of Mental Health gives the following figures for
1975: 1.5.percent.of admissions to State and county ‘mental hospital
inpatient units; 5.6 percent of admissions to private mental hospital
inpa#nt units; and 8.2 percent of admissions to outpatient psychi-
atric services. The rates_for each of thes¢ categories, per 16(),0'0()
population, are 2.8, 3.4, and 54.8, regpectively. These figures exclude
admissiors to federally funded ¢ommunity mental health centers,
the Vetérans Administration (VA) psyehiatric services, and private

mental health practitioners; and they do not include persons who.

might be diagnosed as depressive neurotics. .

The many forms in which the disorder can appear and the diffi-
culty in discriminating between unusual behavior and mild disor-
ders, or between neurotic and other disorders. make a statistical
definition imprecise. Samplings of neurotic behavior patterns by
epidemiologists, who discovered gradations from “mild” through
“moderate’ to “severe” and “incapacitating,” demonstrate further
the difficulty of cut-and-dried labeling. 1

These neurotie disorders shoutd not be confused with personality

disorders and certain other nonpsychotic mental disorders——para-

noid personality, antisocial personality, passive-aggressive person-
ality. for instance, nor with the psychotic disordersy such as
schizophrenia or manic-depressive psychosis. And while neuroses

t

.
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may be involved in problems ~uch 4s marital dysfunction, such an
assumption is mot necessarily so. Here, again, the difficulty of
diagnosis and hard statistics becomes apparent.

There is one significant fact which has emerged in all studies of .

the neurotic disorders: Neurotic individuals frequently come from
homes with a high proportion of persons havihg neurotic symp-
tums, higher than the proportion of neurotics to the general popula-
tion. On the other hand, statistical inference that more women
than men suffer from neurosis does not seem particularly signifi-
cant, since figures are based on the numbers who seek treatment,
thus admitting to fears and anxiety which in our culture have been
considered unmanly. It is beyond the power of a statistician to
measure such factors as.the cost of a neurotic handicap to society
in loss of manpower or to fainily interactions in loss of harmony.
Despite the ‘problemy-of statistical inaccuracy, there is fairly
geaeral acceptance among psychiatrists, psychologists, and-other

therapists of the classification as set by the American Psychiatric

Association. Both their Diagnostic and Statistical Manual of Men-
tal Disorders, 2nd Edition, (DSM 1D, published in 1968, and the 4th
Edition of their Psychiatric Glossary, 1975, categorize the neuroses
in eight broad divisions: anxiety, depersonalization, depressive,
hypochondriacal, hysterical, neurasthenic. obsessive compulsive,
and phobic tDSM T will doubtless contain some changes in sermi-
nology, reflecting possible changes in the times and in the way
therapists view the various disorders.)

Neurotic or Normal?

Neurosis, then, takes many, forms, and much of its vocabulary
contains words used pejoratively. The college roommate who keeps
her sweaters in neat piles, her dresser drawers closed, and her
books in a neat row on the desk instead of in tumbling stacks on the
floor 1s not necessarily obsessive compulsive. Nor is the housewife
who runs back from the car to make sure she turned off the iron a
vietim of meetety newrosis, on the basis of that act alone. And
moments of dread before ene's first airplane flight do not, by them-
selves, constitute a phobia.

Sinee everyone suffers to some extent from inadequacies either
real or imagined - poor self-image or identity problems, to borrow
from ecurrent phraseology- or from the strain of coping with
everyday problems and from anxiety, unhappiness, and loss,
neurosis might be equated with a lower tolerance level for those
problems. The word normal is not interpreted in the same way in
every social group or culture, but self-control and responsibility,
both personal and social, might form a general equation for it. The
so-called normal person is not always problem- or guilt-free, always
happy. or always successful. Instead, he is willing to aceept respon-
sihility for bis failures rather than rationalizing or drawing into

4
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~ his shell and usually tries to learn from mistakes and disappoipt-
. ment. His realistic perspective and pusitive self-concept, evoke

g satisfuctory interactions with others. '

. Front this loose definition, the normal personality emerges as a
broad framework within whichmany types of individual behavior
patterns can flougish, each in its own social and cultdral setting.

. Why then, withatch a broad range of possibilities, do wome indi-
viduals suffer from a false~evaluation of reality, feql i ferior to T~
others who face the same stresses with little a;)'pa,rv%difficult_\', -
and succuinb to self-defeat, despite the trouble, even a rutshy, these:
attitudes inflic€sn themselves and those around them?

: Soive Historical Views 4

U
Sinee earliest times, people have interpreted thingd-threy could
. not understand as a punishment by the spirits or a warning from
, the gods, whether those things be natural phenomena, such as
- eelipsey or carthquakes, or unnatural behavior such as obsessively
repetitious habits or deep, prolonged depression. In the story of
Saul, the Old Testament describes the mental tortures of a wan
. possessed by the forees of evil when, because of his disobedience,
he was forsiken-by Ged. From mythology come tales of men pur- -
sued by the Furies. And from the Greek tragedy Oedipus comes the
. hame of a complex deseribed in modern times ag the feeling of a
> child for.the parent df the opposite sex —abnormal if it hinders the ¢
' normal dévelopment of other relationships in lateray ears.

The word newrosis itself comes, via the Latin “nervus,” meaning”
cinew or nerve, from the Greek word “nervon.” From, the ancient
Greek word Sphobus™ - fear or flight —comes our word phobia, \

+ and from “therapeia,” or treatment, the muc h-used therapy:de- '
seends, Hysteria s derived from the Greek word “hy tera,” or-
\\'un'.r)_, and reflects the notion that hysteria was a disorde confined
to woinen, oceurring because the uterus wandered to varjous parts .
& of thabady. (The Greek physteian Hﬁ)pn('ratvs recgmmeénded mar- -
¢ riage’as the best remedy for ghis disorder < not as apeand scientific
preseriptign as s usually uLlrihuLvd% te/the “father of modern
medicine.™ \
* Reflecting the artistic ang intbllectval spirit-of his age, Hippo-
crates (460 357 B.C) worked with his colleagues in a s+' aof of
medicine which actively supplanted the mythology fostery oy the
hereditary priesthood in the temples with reliance on scientific
observations and the use of clinieal deseriptions of physical and -
émotional disorders. He encompagsed in his studies such modern
topics as heredity, eavironment, brain pathology, brain disqrders
caused by injary, the importance of dreams - questions for which
we are still seeking ultimate’answers,
. With a few exceptions, later steps toward understanding the
© Tcomplexities of man’s mind and hody were slow and faltering. After

s
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Hippocrates came yge

tinguished betwegl acute and chronic mental iliness; Aretaeus, .
near the end of Pt century, who not ondy described the phases of
mania and melgfholia, but deemed them part of the same illneds;
and Galen ()30%200 A.D.) who maintained a scientific approach to
mental illneéss and divided its causes into physical and mental.

Galen's influence was predominant for venturies. For more than *

a thousan#l years, few additional discoveries were added to the
body of kn()wluigo about the vauses or the treatment of mé&ntal or
vmotlonai disorders. The early_ enlightenment was dimmed as - -
society, even most theologian¥ and physicians, returned to witch-
craft..demonology, and superstition. During the Middle Ages, mass
hv%tena was not uncommon. In Western societies, where visual

« and auditory hallucinations were®ot umsndered specnal gifts, as-
they were in some other cultures, exorcismi was employed as one of
the gentler remedie$ for disturbed individuals. For psychotics—
those unahle to meet;the ordinary requ1rementq of living because of

- inappropriate behavior, a distorted view of reality, or perhaps an ,~
inability o think or 1omember —-floggings, starving, and confine- /
ment in chains were but a few of the devices used to make the body

" too uncom{ortable a place for the imps of Satan to remain. The

* severely neurotic-and the personality disordered were considered
to be Ywitches, under the spell of evil, and were often accused of
casting spells. And witchburning is a favg?liar story.

The 18th and 19th Contunm\aw giafit steps in discoveries con-
cerned with physical médicine--anatomy, neurology, and physiol-
ogy. It was inevitable that attention to the causes of emotlonal and
mental problems should follow. Brain pathology was blamed, with
virtually no consideration of possible psychic origins. Ameng the
eminent merd who concerned themselves with the study of brain
pathology was Emil Kraepelin (1856-1926), whose classification
w'stem categorized mental disorders by type. Kraepelin’s system
included predictions as to the course of each disorder, making even
more significant his contribution to the study of psychologic and
behavioral dysfunctioning, or psychopathology.

No longer would demons receive the blame for mental disorders.
Slowly but surely, humane treatment bégan to take the place of
chains and floggings. Mental and physical nnpanrmcntq and dis-
orders could now be considered of equal importance, thus initiating
studies which led to our century's dramatic findipgs in genetics,
‘neurophysiology, drug therapies, and the biochemical malfunction-
.m;z which is believed to cause muc h cmos l()ndl imbalance. e

Some Therapeutic Vlews

l'hmu;zhnut time, the sigtts of ne Ur‘()\l\ were o Mlx perceived -
tremor, dizzinesg, palpitations of the ‘neart, shallow or I‘éf[)ld‘
breathing, extreme anxiety Hysteria and obsessional manifesta-
. P
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tions wereFelatively familiar. There was mention, tos,.of these
sy'mptomes in reports from pmilitary medicine. Until the latier half
ofr the 19th century, }1()woym“, there was no body of pr()\iyiénal

spinion about the cayses of these conditions or even about/names
for them._"NefvBus gxh’uustion" or ,“snldim"s heart” . certainly o)
dounded more professional thar the lay person’s “eccentric” or,
“yuoer,” but they. were almost as inadequate. Newrasfhenia
appeared gs a descriptive terp in 1869 when the American physi-

' cian Beard used it in presenting somr;fof his cases, including » few.
whose present-day diagnosis would he anxiety neurosts. That term
was first used by Freu?l in 1295 to describe symptoms which his »
contemporaries were calling neurasthenia, '

>

Psychoanalytic Theory

Sigmund Freud (1856-1939) left his native Vienna in 1885 to T
reund out his medical studies in Paris. As a'neurologist, he had
become interested in Dr. Jean Charcot's experiments on the powers
of hypnosis as a cure for hysterical paralyses and anegthesias,” -
meaning loss of sensation in a part of the body without loss of con-
seiouspess. (Hypiiosis fascinated people of the early 19th century,
and its chief practitioner, Anton Mesmer, who treated atl sorts of '
symptoms with a kind of hypnotism which he calied “animal mag-
netism,” enriched our modern vocabulary —mesmerize, to hypno-
lize or spelltind, was derived from his name.) Observing the treat-
ment of hysterieal patients with hypnosis led to Freud’s cohviction )
that the “unconscious hid many strong and nnsuspected mental
processes, a conviction which must have heen the genesis of his tip-
of-the-icebery thedry. He came to velieve that the conscious mind,
the tip that'is revegled, is much smaller thar the uncengcious, the
large unrevealed part whoge foreeis unrealized.

Upon his return to \'ivn‘a._Freud worked for a time with a col-
league who led, his. patients, mostly women, to talk freely about
‘their probfems while under hypnosis, a pracess which was reveal-  /
ing and seemed to bring them relief. Freud soon decided that .
Rwpnosis was unnecessary. His patiengs were induced to talk freely,

with no pattern or logic and with little finterruption, about any
subjlct, a technique which came to be called free association.

Throwgh sych vambling accounts, in which the individual was
prone t¢"dwell on"unhappy or disturbing episodes, many of which
had been lost for years in the memory or buriéd in the undonscious,
Fread believed it possible to analyze or interpret the causes of the
individual's neurotic disturbance. He studied dreams and inter-
preted themty since he believed that many ‘elements of dreams are
symboli¢ of concealed wishes and painful constraints. .
‘Thus was horn the therapeutic school known as psychoanalysis.
. {The prefix “psyeho’™ is another contribution from the ancierit
Urecks, whose word for soul or “prineiple of life” was “psychre.”)

3
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i , The principal elements of psychoanalysis.us conceived and prac-
ticed by Freud were free assocuation;, dream interpretation; analy-
sts of the resistance which the patients showed towatrd certain
unpleasant associations or to the tatent, hidden medning of their
dreams; and transterence, in which thé analyst may come, durmg
the treatnient process, to.represent to the patient the person in his
past toward whom he held buried hostilities or by ‘Whom he had felt

rejected. . ’ . -, ’
Freud's psychoanalytic théyprs evolved flom his wew t&mt‘humdn
behavior is determined by thy way the "id," the “ego’ ’ (both Latin '

"

pronouns), and the “superego] act upon each, other. , represents

~ the instinet, uncohscious andAuncontrolled. It wants w Tat it wants
now, like the ¢rying bdi’n who wants his milk and’will keep crying
until he gets it, Nor does the id distinguish betwéen the realand the ) .
false. This inability to defer satisfaction is known as tnhe “pleasure '
principle,” in contrast to the “reality principle” which' indic.ates the ! o
‘control ¢ u‘rcm d by maturity and logic. N

-

This control” HIOWS @I adually wit! the develsiment of the ego,
the known, conscious part of the personaiity. Development of the .
eo is not as peru'pt?nlv 4s the grow ih of a baby but, n()rmdlly the . . W
ego grows as the child grows. its {unction is to perceive and react KN
in a realistic fashion, at an approprmte rate according to gge, satis- \ \
fying wmts and needs maturely in relatioa to the individual’s o
physical mator ation. Recognition b\ therapists that some of their
patients need ™ 410 strvngthemng is well justified. The ego has a
big job to do. Ideally, it is supposed to maintain the principles of
 pleasurd dnd reality in equilibrium with such abstract concepts as
right ard wr()ng and with the demands of society. .

Thir last important nfvmvnt the U)nsuvm(e and the “ego- ideal,”
Freud named the saperégo, witich beiins 'to dvvel(\p by about th(*
age of 5, when the ehild has bogun to absorb the “do’s” and “don’t’s
of .behav or. and manners. He has learned which deeds will bring
him approval, and which misdeeds, disapprove al or pl.mthent
More unportantl\ fmm the vmmplo of the slgmflcam people in his .
tife, he is developing a, ronsuvnm‘ and discoyering how to give . %
plmsurv to others. The superego is formed as th@‘ip factors —con-
setence and ideals learned fmm parenty.and other teachers-- )
become so fixed in the,unconscious thay self-control ¢an take over '
from the outer controls which formeérly gov ernvd his behavior. a

“

In the psyehoanalytic scheme, pewrosis ma_\' occur when this
sequience of developmeny does not proceed more or less according to
schedule, The individual is in wrouble if the ego is unable to miti-
gate the demands of the id, of etther its sexual instincts—(ibigdo, in -
Freudian tv.'mim»l(u,v or of its aggressive instinets, There is -
trouble, too, if the ego is powerless to help the id conform to the
strictures of the superego and of the outside world. Conversely, the
supegego may take over to such an extent that all instinetive pleas-
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ure and gratification cause anxiety and psychic pain. Unfortunate
is the person for whom the superego takes all the fun gut of life.

Ln either case, according to Freud's eaclier postulation, the
resulting anxiely, whether conscious or enednscious, is likely to

. lead to the development of a neurotic sy:nptom. (Later, he was te

gee anxiety as the cause of the symptory.) The symptom alone may
he knodgh to relieve thé anxiety, with ao apparent harm done to the
individual's ability to function in most situaticns. However, if the
anxidty .continues to plague the person from tithe to”time, the
Symptom may grow worse, erupting in physical distress. Ip fact,
the psychosomatie *soul” and “body”) disorders such as migraine
headavhes, pepti¢ ulcers, dermatitis, and hypoertension are believed
to have a partial basis in emotional stress andznxiety. '

Often a defenge mechanism, vperating, unconsciously, diverts
these instinctual drives, which are conscrously unacceptable, into
more acceptable channels. One such process, alled sublimation,
occasionnlly produces highly ereative inditiduals who are very
worthwhile to society.

If the symptom worsens, on the other hand, it may cause the ego
to generate behavior that is even more neutotic. The kind of symp-
tum which develops, Freud believed, depends upon the period of
psychi¢ growth in which the anxiety-produting episode first took
place. An igterruption in normal development or problems in anv
ong, periodiwill probably resuit in regression to the behavior of a
carlier, more competent period of growth whenever undue stre s
occurs later in life. An individual who reacts to stressful exigencies
in this way is said to be “fixated” at a certain phase-—"oral”
“anal,"@pnallic-Oedipal,” and so on - terms which are rarely used
hy therapists today. ' '

Mych of the terminclogy which Freud used in describing his con-
cepls concerning this psychodynamic approach to human develop-

“ment has found its way, into our literature and everyday conversa-

tions. The terms have boen used and misused; the ideas interpreted
ard misinforpreted. In justice, it is well to realize that some of
Froud's deseriptions of interpersonal relatiouships and of the mile-
stones toward maturity were more figurative than literal,
Certainly it is fair to attribute to Freud much of the present-day
openness surrounding human sexuality, while remembering that
many ps_\'cl‘\uzmal_\'sts and others interpret his term “sexual in-
stinets” as Yife instinets” - drive, gratification, creativity. treud
himself, the product of a prudish era, disapproved of the psycho-
analytic solution of all emotional dilemmas through the unbridled
gratification of sexual peeds and in hix later years considered the
agyressice instinet as (Th&\()f the major instinets of the id, along
with the sexual, a cnm’ept' whick has not yet heen thoroughly
integrated into the psyehoanalytic scheme.
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Most people have a preconceived idea of the classic technigues of

psychoanalytic therapy. Many of the notions are exaggerated or
fallacious, however, hecause »f movie and televigion scenes where
.the typical analyst, in thick, Viennese aceents, interprets the
dreams of his patient, who is lying on the typical couch. In reality,
the treatment includes making the patient comfortahle, in an easy
chair or on a sofa, with no distractions. Frequently the therapist is
seated behind the patient so that no visual clues will be revealed, an

arrangement Freud favored, admitting that he did not want to lock -

at patients all day. -

Freud worked throughout his long’life developing his system of |

beliefs and practice. His model of treatment has been the keystone
of nearly all systems which have evolved in our century to help
the mentally and emotionally disturbed, with modifications, al-
terations, and changes in interpretation and-application to accom-
modate the convictions of other therapists anc to fit the mood and
tempo of the times. In recent decades, for instance, feelings of help-
lessr.ess and alienation have largely replaced those of guilt as the
uuderlying cause of the anxiety to which much neurotic despair is
attributed, a change which mirrors the social and religio.s’orienta-
tions of both eras. ,

© Modifications in the Freudian mode began with two formerly
ardent disciples of his, Alfred Adler (1870-1937) and Car! Gustav
Jung (1875-1961). Although their apostasy brought anguish to all
three men. it brought about a broadening of the psychotherapeutic
coneept (plus some currently fashionable additions to the profes-
sional and seculalr vocabulary, the “complexes” as Jung called them
being one). Adler. approach, which he called Individual Psy-
chology, replaced Freud's idea of sexval urges as the motivating
force in life with soctal nrges, and it placed the primary emphasis
on man's will and effort. Aceording to this theory, behavior is goal
directed. It follows first, then, that neurosis should be seen as a
way of salvaging self-esteem and, second, that the purpose of neu-
rosis is the evasion of responsibilities which are an integral part of
life and its work. Adler viewed neurotics as persons who had mis-
taken lifestyles and who could not exert the cooperation and social
interest necessary for solving life’s problems. He believed that the
therapist’s job, to be approached with humor, tact, and friend-
liness, was to arouse this social interest and cooperation and to

encourage the patient. Since he saw negativism as a very human’

(rait, a trait accentuated in the neurotie, Adler occasionally used it
as a tool in treatment. By seeming to make negativism acceptable,
he weakened its potency. And in encouraging his patients some-
times to laugh at their symptoms, but to consider them as a crutch
to rely on vhen in great distress Adler apparently discovered new
ways of neutralizing the power of those symptoms.

Among Jung's contributions was the word association test,
which he used to delineate individual complexes. At present, possi-
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bly owing to the current interest in meditation and mysticism,
there is a renewal of interest in ihe thought of the Wnan who pro-
posed the theory of the “collec..ve-unconscious.” He helioved that,
in addition to the individual memories, dreams, and impulses
buried within each person, there is a coliéction of memorTes that
stem from man's beginnings, which Jung called “primordial
images” or archety pes.” More familiar within the context of psy-
chotherapy was his suggestion that one’s personality i$ either ex-.
troverted, that is, more likely to {ind value and reality in the sur-
rounding world, or introverted, inclined to find more value in the
inward than in the vutward experience. This view of what Jung
alled attitudes has been misunderstood and misinterpreted, so
that usually we equate introversion with shyness, seifishness, and
a wish for solitude. In turn, we interpret extroversion as an out-
going, breezy approach to life and to others and as unselfish.and
altruistic. ? *

In the analytic psychology of Jung, mild neurosis is *y n in
lapses such as clumsiness and speech blunders, which&go ne \call
“Freudian slips.” All neurgses are deemed an inabilitytto-¢opé er
to maintain control over the behavior. _I)uring.his\}atéryearé of

practice, Dr. Jung's experience with older patientsrquecially"with.

those who, in the world’s view, had been succ:essiul but were;

nevertheless, left with feelings of emptiness and w?léte, confirmed
his belief that one's most important, most difficult gdal was de\_r@k_
opment of the self. His conviction, which seems to coineide with
much of our contemuorary thought, was that this devv;li)pm_o'nt\
could take place by integrating into the consciousness one's inner
self-experience, x/ith all its dreams and fantasies, and by growing
INONE's OWN way. ' '
Just as art and literature generally reflect the mood of théir

time, so did the work of the neo-Freudians, among them- the -

psychoanalysts Harry Stack Sullivan and Karen Horney who,
while following many of Freud's precepts, reflect the social
upheaval.of the post-World War 1 and Depression eras ‘by- their
emphagis on sociocultural forces rather than on the libido and the
id as the prime cause of emotional distress. They attacked the
anxiely whichr they believed arose from a lack of love, feelings Of
inadequacy in interpersonal relationships, or unsatisfactory
paront-child interactions, all of which they felt formed a neurotic
apiproach to life. :

Many people are being helped by therapists using psychganaly-
«iw, although today. for many, our fast-paced life anid economic
considerations preclude the luxury of spending years under
analysis. Short-term therapy based on the psychoanalytic model
i« available The one-to-one patient-therapist situation is some-
times altered to make group therapy’ possible. In al} of these the
hasie premise remains the same, however. Therapies deseended
from Freud's model are similar in the shared hape that patients
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‘ wnH galn mqlght into the reasons for their psychic maladjuqtment

. working through the causes of neurotic habits.may not.be neces-
‘Wary fof the achievement of nermal behdvior. Called Behavior

child was refused dessert because he didn’t eat his spinach or

~Ivan Pavlov (1849-1936), reported what is called the conditioned

and will be dblp to work through theii problems from that point.

Behavior Therapy « .

Ty 1 )
+ In vontrast, theré are at prmenﬁ\an\9therdp|qtq who feel that
the néurotic response is learned and can be unlearned and that

Therapists, they differ also:in their demand for experimental
evidence and for quick treatment of specifie symptoms, wihether
these be merely bad habits, true neurotic disabilities, or certain
psychotic malfunctions. There-has been criticism that a neurotic
symptom relieved by this therapeutic method may be repla ed by
another if the cause of the neurotic résponse is not discoverdd and
solved. Although there sgems to be little foundation for this‘opin-.
ion, many therapists n{\f use what has been termed behavioral
analvqm and include in their treatment repegjoire information
abput the patient’s environmental, social, and ysical history as
well as a determination of what factors trlgger and what events
reinforce the undesirable symptoms.

As the history of psychotheripeutic methods goes, behavnorlem
is considered a relatively new development. Actually, it contains
elements of human interaction as old as the first dinner when a

the first father who gathered a frightened child into his arms so
that they could observe a storm together. Reward and punishment,
gradual acceptance of a situation, imitdtion of acceptable behav-
ior —all are simplified examples of behavior modzjzcah(m or
change.

-At about the same time t\h'tt Freud was beginning the-formula-
tion of his psychoanalytic theory in Vienna, a Russian physiologist, -

reflde. The story of Pavlov's dogs, which were trained to salivate |
automatically 2t the sound of a tone which thgy associated with
“aod, is a familiar one. He and his colleagues la'tggr discovered that
it was possible to induge neurosis in their animals. By teaching
them, through rewarding correct choices and punishing wrong
ones, to differentiate hetween two tones or two similar figurés,
such as a circle and an oval, and then renderiag the choices
increasingly difficult by making the tones or figures more nearly
alike, they confused the animals until their behavior became quite
erratic. Thus it is sometimes with children."Receiving conflicting
messages from parents, being taught to behave gently, honestly,
and quietly while quite possibly observing that there is, apparently,
a different set of rules for parents, can confuse the healthkwt of
children. For many it can be the [)dth to the neurotic way.




Pavlov was hardly concerned with any philospphical application ’ ’

of his experiments, although, in his 80s, he h(~¢2an to gpeculate on )

the possihle correlation between the reaction of animals to -
conditioned-reflex methods and of humans to the strains of -
ambiguities of life. The translation of his writings into English in '
- » about 1924 was exciting to clinical and experimental psychologists '

ih England and AmeTica, especialli~to John Watson,

. Watson (1878-1958) now found mdre, acceptance forhis learn-

*ing theories anfhis belief, founded on his own experiments; that

hehavior, thinking ever, results from conditioning. Best known is- '
his “Little Albert” experiment in. which he conditioned an 11- -
month-old boy to fear first a white rat and, later; all white, furry, Lo
objects. Each time the child reached for the cuddly animal, he was T

violently.startled by the sound of a hammer banged on a steel bar.
Soon the approach of the animal elicited fear, even without an ac- '
companying loud noise.’tn what has come to be known as stimulus
generalization, the fear of the white rat goon encompassed any-
thing whi¢h reminded the child of his fear. v

[\fc'(-?nu!ilh'unin,(}, a basice tenet of behaviorism, is well illustrated
hythe now-classic account of psychologist Mary Cover Jones' 1924
waork with a small child who had a terrible fear of rabbits. Using
the positive reinforcement of food, she showed the rabbit to the
child from a distance vhile he was enjoying a meal and, at sub-
sequent mealtimes, brought the animal closer and closer. Grad-
ually she was able not only to erase the fear of the rabbit but,
through generalization, to change his dread of all animals. .

Learning theories hiave been greatly expanded since those early
days, with many prominent and dedicated people contributing to
the body of knowledgze. Various behavior modification techniques
have heen emploved to help drug and alcohol abusers to conquer
theip habits, juvenile delinquents to redirect their lives, retardates
to learn /more than had previously been thought possible, and
pegressed psychoties to live more happily with newly aequired
skills and interests. Many neurotic symptoms also have been
relievetl or removed through this therapeutic method.

All disciplines have their own vocabulary, and behavior mod-
ification can hardly be understood withott a discussion of at least
a few af'its key (or @ :

Assertive fraining: instruction of patients to express both posi- -
tive and negrative feelings direetly, honesty, and frankly - _

Avcision therapy: association of the unwanted, undesirable
behavior with an unpleasant stimulus, for instance, alecohol with a
nausea-producing drug or enema . '

. [otinction: disappearance of a learned roéponse when it is no
longer reinforeed or does not achieve the desired goal

Flooding: presentation of unpleasant, aversive stimuli inten- -
<ively, either in veal life or imaginary scenes, until the usual emo=
tional response is deadened
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.as loss of a privilege

hut must he destroyed as undesirable will be more acceptable.

Implosion: removal of axl\x’?{) with fu'quvnt repeated sugges-
tions of the dreadful possibilities inherent in tho f«l‘l,L ed object or
activity .
Operant condifioning: shaping of behavior to achwvo a desired
groal or \.ms-k\a need, ‘thus lear mng new, appropriate bvhdvl(n
Procishment: aversive stimulus for inappropriate hénavior, such

Re (‘fpl‘l)(‘u/ ihitition: wyhkening an anxiety by associating the
anxiety-producing htlmul 5, with a pleasurable one, for cmmple
assoeiating the child’s Yfear of rabbits with ez iting

Systematic desensitization: instruction in muscle relaxation fol-
lowed by the construcetion of hierarchies, or graded series, of anxi-
eties from the least to the most poworful after which the patient
eventually learns to relyx and remain calm as'each ¢f the anxiety-
provoking stimuliis presented in turn .

Token economy: conditioned reinforcement in thaform.of tokens,
reredits, or points which may be exchanged for purthases, priv-
ilegres, or activities, a particularly ¢ffective method in classrooms,
de tvntmn or imlfvx.u houses, orwards .

The lIldj()l‘ omphash in the behavioral approach is on the here’

and now, with each patient receiving an individualized treatment
plan, though later patients,may he grouped according to symp-
toms. The behavior which the patient wishes to change receives
~the primary attention. Verbal reports hy the patient play & part,
and self-rating scales may be used at intervals throughout the

periods of treatment. Therapist, patient, and sometimes family
discuss the goals of treatment openly and frankly i in the beginning!

Together they determine what they wish to achieve-—what
hehavior should be modified and what shoyld ;vpldce it-—and they
decide how best to imeasure, or evaluate, the results of amf change;
Frequently the patient is roqunred to do “homework,” This may
consist of satiation, that is, repeating the und(*slrdbl(?thought or
action over and ever to the point of fatigue.”Nearly always the

Cpatient is required to keep b'record of progress gwould-be dieters
" will recognize the value of this assignment),

Effcetive treatment using this model must stem from the friend-
liness and warm responsiveness of the therapist. In a climate of
encouragement and reinforeement, the patient will be more com-
fortable in relating unpleasant, embarrassing material, and the
replacements for defenses which have been painfully constructed

}'iu'nmnu;trﬁ'xmlenlml Therapies

The 9505 and 1960s, a peried of great growth in the practice of
Behavior Therapy, saw the beginning of & new therapeulic ap-
proach which, although recognizing a debt to both the psychoana-
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“words, arist

Ivtle and behavior therapies, disagrees with both in :;umo impor-
tant aspects. These Humanistic Therapies are based on the convic-
tion that theé psychoanalytic therapy is too pessimistic about
humanMife and ity potential and.that the behavioral puts too much
emphasis on measurements of stimali and their behavipral respon-
sos. Measurements of such abstracts as creativity, lovey self-
expression - all of catdinal importpnceein this newer therapy —-are
iﬁ'(l((vd nearly impossible. All of them, however, have taken on deap
m(-mymu in-an age seeking agreater sense of value and.purpose ir
life, v
Aecording to this humanistic coneept, every person wants to
grow, to be healthy, to be a *fully functioning individual,” as ("art
Ru;zvrs one of the leaders of the humanistic movomupt puis it.
Another term for this goal is st If-actualization, I is also called
“full humanness,” in the words of the late Abraham Maslow, who
viewed neurosis as a failure of personal growth. The neurotic
person is seen as one who gropes ahead timidly and fearfully
toward the gpal of full attainment. Neuroticebehavior! in other
r&fmm the loss of a sense of direction in life, ‘This loss,

or distortion, comes from the confusion between one’s own ideas
and that of otlers - -what we think we should do and our percep-
tion of what others think we should do. According tp Carl Rogers,
mental health depends upon how closely the way we think we are

comes to the way we think we should be, how nearky the self comes

into harmony withithe ideal self. In Md\l()WHZH(‘\\ self-actualiza-
tion meant that the itner self had guided the ‘individual to the

achievement -of life’s goal, despite problems and suffering. His"

expression for those moments when one is at peace with the world,
satisfied with one's attainments, or feeling \mth\ and important,
is the term “peak experiences.”

Maslow's propositions have been used in nonthorapeutic areas,
as well, especially in business and industry, where there i increas-
my concern for the mental health of workers. His “Hierarchy of
Needs™ is often referred to as being applicable toevervone: physi-
ology, including food, clothing, and shelter; .(lf(t\ or security,
which may evap include retirement bencfits; belongingness, a
sense of being }mpurt(mt to at least one other person; self-esteem,
a feeling of mattering, of having a place in the world: and, finally,
self-actudlization, which can be achieved only when the lower steps
in the hierarchy have been realized

Many other outstanding people have contributed to<the devel-

. . . . . .t
opment of this therapeutic method, which is o¢ften considered in

conjunction with a movement which began a short time later, the
Foistentiul - Today,. many  therapista  consider  theniselves
Homamst-turigbential, as Maslow is sometimes glassified. In fact,
many thc'rupméu of all persuasions apply Exisfentialist thinking.
CAs time goes by, more and more therapists will draw the best from

—




all the psych6therapies and will-be ever more concerned \Jith tai-
loring their. appraach to the particular patient’s neegls #nd person-
ality, past history «nd future, Conversely, patients, or “clients,” as
Rogerians call them, will be more aware of what they want! from
the therapist.) . ' ' .

Briefly, the Existentia)l therapists have their philosophieal roots
tn the 19th century phi?nsophy_o’f Kierkegaard and of many 20th
century thinkers, as well as in the works of novelists such as Sartre
and Camus. The method is *?)ased on the importance of existence
and the fact of death, Concerned for the emptiness of mapy lives
and for those people who have no faith and are alienatdd from
others, Existential Therapy stresses the special ‘qualities of\each
individual life. Each person is fo set his own standards, to find his
own self-realization. Pain and anxiety are not necessarily to be
“avoided or healed, since they are, after all, a part of life. Rather,
they are to he turned to good aceount, woven into life’s fabrie, and

made worthwhile. In other words, death is inevitable, but really
living must come first. " : . N

Many widely different therapies, with varying teehniques and
names, afe categorized as Humanist and/or Existential. Origi-*
nally, and still, i many cases, the counseling is nondirective, that
I8, the therapist avoids interfering with the elient (so-called to get
away from the connotation of stekness and helplessness in the word
“patient™). The therapist does not ask direet questions or interpret
reactions of the client in a judgmental way. Warmth and accep-
tance are the keyvnotes, since the assumption is, after all, that
people are innatety good, wishing only to enjoy richer, fuller
lives. -to be “self-actualized.” The cllent, then, works toward a
satisfactory self-concept in a positive atmosphere, one in which
the therapist makes no demands.

Among the many spinoffs of the Humanist-Existential Therapy
is Gestalt Therapy, founded by the late Frederick Perls and taking
its name from the German word for “whole,” or “complete.” The
basic idea of this therapy is that an individual must feel exper-
tences and surroundings and the presence of others, hecoming
complete with the environment. Through this sort of therapy, the
newrotic individual is foreed out of withdrawal, with its narrow
“completeness,” as both therapist and patient fully express their
emotions during’ the therapeutic encountert Many of the newer
cncounter therapies refteet this seheme of exposing one’s inmost
feelings to others in agroup. '

Unlike many wit in the Humanist-Existential camp, Rational
Fmotiee Therapy is direetive, in that the therapist really forces
aclient to get rid of self-defeating ideas, many of which were
learned in childhood. Such ideas as “nobody lik s me™ or “1 just do
evergthing wrong” are fallacicns and promote feelings of inad-
equacy. This kind of thinking must be changed inteHectually before
self-fulfilhnent and satisfaction ¢can be attained.

[
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Another, better knoywn example of this therapeutic model is
Reality Therupy, whicr&s aimed at aiding the patient to bring his
or her behavior into line with the basic values which were formed
early in life. Here again, the therapist directs the individual toward
this goal, sometimes by pointing out the pleasurable results of
haying one’s goals, values, and behavior in harmony with each
other. . '

Ojher Therapies ~

Indeed, many therapeutic-techniques are available. One of the
newest, J,ho 'Irmv;msmml, attempts to go even farther than the
Humanist in expanding individual awareness, so that the “higher
self” truly has a feeling of becoming a part of the universe. This
therapy may, through meditation, variants of Yoga training, or
training in the control of the imagination, thoughts, emotions,
and desires, assist in developing spiritual growth and increasing
a greater use of one's dptitudes and previously unrealized, hidden .
strengths, :

Recent vears have seen a surge of groweth groups, all with the
purpose of self-fulfillment, awareness of one’s self and of others,
and finding meaning in today’s society. Most of these groups are
familiar —sensory-awareness, T-group, or encounter group——and
they may be offshoots of any of the therapeutic models, ¢r a com-
hination of them. They have the advantage of being less expensive
and of helping individuals to talk te each other and to express
their concerns, both their own and for others in the group.
Participants can tell each other “where it hurts” and what prob-
lems they have. Learning to share in this way is beneficiak to
many --they are able to unbend~with someone else and to try to
help another person with a burden.

Not evervone can stand such exposure, however. Depending on
the skill and (l(lzﬁ(-atinn of their leaders, these groups have been
successful experiences for many. For others, the results have been
poet, and for a few, disastrous, reinforcing the dictum that both
lhvrk{\pist and therapy must be chogen with eare.

Types of Neurotic Disorder

Final answers to the causes and the best treatment of neurotic
disorder may never come. Certainly it is apparent that there is no
one therapy ang- mare than there is one single cause. This discus-
sion of how the varisus th(‘rdpl\l\ view the neurotie disorder and
a closer look at each of the major neurotie types, their similarities
and differences, as well as at a few of the treatment methods, may
be helpful in ac hl(‘\ ing a better understanding of both neurotic and

normal responses to life.
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Anxiety

.

It is difficult to id('ntif_\‘kun.rt'(*f;/ nenrosix, to distinguish it from
the occasional anxiety common to everyone, from feap reactions
associated'with phobic neurosis, and especially from anxiety as one
of the symptoms found in the other neuroses. The key word might
be “specific.” Anxiety over a coming event, with worry about han-
dling oneself well or concern about the outcome, is certainly not N
unusual. An interview, an examination, a party, a date with some-
one new --the list of anxiety-provoking situations in ordinary life
1s nearly infinite. Indeed, most people worry .unnecessarily, the
most futile exercise of all being to worry after the fact, after the - .
deed is done, or the wrong werd is spoken.

Fortunately. most people recover from 'thesu!temporary tribula-
tions. "Oh, weli, that's life” or “better luck fiext time” might be
typical responses for bouncing back from sfeh anxiousness. Suf- -
ferers from anxicty neurosis, on the otheg’hand, are surrounded
with a cloud of anxiety, nonspecific, subjbctive, pervasive, Free-
floating anxiety is a common, and very dépt, description for this
aura that hovers, for no apparent reason, so that even minor crises
precipitate strong feelings of dread. Waen the acute worry or fear
appears suddenly, for no logical reascn, it is called an “anxiety
attack,” whereas an "anxiety reaction” is the term when such
feelings of dread linger long after the upsetting event or fearfu)
cncounter is dver and done. Unlike a phobic reaction, in-which
the anxiety has become focused on a specific object or §ituatior — -
dogs, elevators, crowds -~the neurotic anxiety response may, have
no particular reason for its onslaught. '

“Butterflies” before performing in a recital or giving a speech, a
queasy stomach vefore a date, or clammy hands before a Job
interview -who has not experienced such discomfort? Feelings
like these have their place, since they indicate the hormonal reac-
tion which excites or arouses the body to put forth the energy
necessaby for accomplishment, for excelling in the situation.

 Similarsegsations don't $eem to help the coping responses of the
anxiety neurotic person, who may be convinced that he's dying,
after experiencing the frightening trefhors, palpitations of the .
heart, and rapid or shallow breathing 'which are symptomatic ofy
this syndrome. And if these begin with no apparent reason, there is
the constant dread that they will begin again. The tendency to
breathe rapidly and heavily, a condition known as hyperventila+
tion, is espetially unscttling. Many physicians may be able: to
detect the real reason for it and to explain it to the patient’s satis-
faction; others may believe, frgm the evidence, that thers is the
possibility of heart involvement ard recommend additional tests,
so that the patient is further alarmed.

Most anxiety neurotics live fairly productive lives, with litfle '
likelihood that they will develop other stress-related complaints or
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‘psvehotiy nnpdlrma nt. Nor is their lifé span shortened Because. of
thls neurbsis, whieh usudll\ hz gins when they are in theig twentws

'f\hls most (()mmon(u[ thv piychiatric syndromes knows no social,
econnmic, or educational l(‘wl. Some investigaters into the plohlem
believe that there may be some as vet unknown, or-at least
unproved, reason for the difference between anxiety neurotics and
normal individuals, possibly a biochemical basis, The difference
may be caused by the understandable apprehension and inactivity
of the neurotic person. In any case, it does ©.cem to run in families,
and there is the suggestion that, in men, (mlymlhm may mask the
condition, accounting, at Imstrﬁartmll\ for'the statistical finding
that twiee as many women as men are'affected.

Many psyehotherapists have attempied to give a rationale for
this irrational, subjective fear And dread. Freud called it theTunda-
mental problem of neurosis. He came to believe that it occurred
hecause the ego repressed dangerous impulses when anxiety arose
in a dangerous \ltlldtl()ll Adler was convinced that feelings of
inferiority caused.anxie t\ while Jung came to the con¢lusion that
people feared awareness of themselves. According to the Ne
Freudians, thepe is internalized conflict, breakdown of defende
mechanisms, ag(l disturbance »f interpersonal relationships. Late
this view was expanded Yo mean a threat to the security-of the
personality. '

Pred. tably, the Existential thinking considers the neurotic as
one who sees no purpose or meafjng in life. Dread comes because of
a conflict in values and because there seems to be no answer for
\[)H‘I(Udl problems which arise. Maslow saw the condition as a fixa-
tion in safety needs, which holds the individual back from the
achievement of real self-hood. The anxiety neuroti¢ is limited in his
acceptance of reality and, by protecting himself with all his little
defenses, is unable to live fully.

Fortunately, most cases of anxﬁ*fy neurosis are mild and rarely
lead to hospitalization. In fact, they often remit, or go away, to
return with decreasing freyaency, or never. Encouragement and
reagsurance, vhether furnished by a general practitioner.or a psy-
chotherapist, an interested friend or pastor, are often the best and
only treatment required. Sedatives are often prescribed and can be
of help, but only mild tranquilizers are advised.

Desensitization “is oecasionally emploved, the mildest anxiety-
provoking idea or stinvulus introduced first, followed by increas-
ingly disturbing stimuli. or flooding, presenting the most alarming
possibilities to arouse a simulated anxiety, may be the treatment

"of choice. There are cases, too, which have been successfully

treated with assertiveness training, the object being to raise the
mdividual's own self-evaluatisa.
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Depersonalization ,
¢ - * '
/\ : Everyone hashad brief, occasional” Alice-in- -Wonderland sensy-

tions. Time may seem.to stop or to advance at erratic speeds; the
-body may seem to be floating, to be larger than anythmg aroundit, 0
or to have hecome, suddenly, indefensibly amall; one’s immediate -
world may look alien and menacing, with famlllar things changed
in shape and color. Among persons with no history of mental or

- (zmotkial troyble, this depersonalization may occur \when an indi-

foov vidualNjs half/asleep, utterly exhausted, or under thg influence of
X ,»f * drugs, .. : -
Repersonabization, de aed as feelings of strangeness and
;s /
< unreality concerning the self or the environment, has only recently

been added to the lexicon of neuroses as a separate syndrome, Itis .
now considered not only an ogeagional symptom, in other neurotic
. states|but, sometimes, a separate diagnostic conditjon. It is also
. frequently recognized .in certain physical or pqvchotkc situations, p
- such as the early stages of schizophrenia or in temporal lobe
epilepsy. . ‘ i
- There may be a sensation of chyange involving both the inner au\
outer, worlds and an uncomfortable feeling of insubstantiality
Physically, bodily perceptions are of deadness, hollownes$ or
detachment. Psychically, sheer frnght is an understandable reac-
tion; mcapaut) to feel any emotion is angther. The syndrome may o
appear in conjunction wjith anxiety-and certain phobic states such
as agoraphobia or extrej&‘e shyness. It has been particularly noted
among disturbed young ‘adults, some ofr whom suffered from a
hadly warped sense of time and a belief that the world was coming
to an end.
Interestingly, clinicians are observing that.geurotic depersonali- ’
ation can bhe a decompensation and deféndwhich some indi- .
nduals urfc‘()n.scmusly establish against an mcnplent psychotic ,
condition, or it may occur during therapy for other syndromes as
part of the gettiig-well process. In fact, it may be a temporary
evasion of and tesistance to the whole the apeutlc activity, If so,
it is recommended that the therapy continue in the very same direc-
tion which has produced the depersonalization. Some theraplsts
suggest self-actualization as the treatment «of choice for this
neurotic syndrome. For persistent eplsudes, all advise therapy in
aspecichist elinie, 3 R .

Depre«<sion -

‘

“Am I hlue? So went the old song. Blue-because his “haby done
left him," the singer was voicing a perfectly valid reason for feeling
lowi{ Abandonment, bereavement, discouragement, or failure are
all triggers for a melancholy mood. It's eaay to list many obvious
“blues-makers™ a succession of cloudy days, the fatigue from too
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trip or joyful holiday.

sion. This disoider, in all its forms, has probably ‘been more
discussed, researched, and written about than any other. The
“loathed meldanchply,” iavited “hence” by the poet John Milton,
, received its name from the ancient Greeks. They saw depression as
too much “melan chole,” or “biack bile,” one of the four “humors,”
¢r bodily substances which they befieved controlled the body and
brain. There have been periods in history —-eras of -national growth
and optimism, in fact—such as the Age of Elizabeth I in England,
when the attitude of melancholy, Gither real or affected, was con-
sidered acceptable, even sty iéh.jndeed, there is a large body of
literature within Western (ulture which was produced during
bouts'of deep depression. Familiar, too, is the history of -inter-
mittent depression suffered by such eminent people as Abraham
Lincoln, Winston Churchill,iSigmund Freud, and, most recently,
Edwip (“Buzz”) Aldrin. N : -

With good réason depression has been called the mental“iliness
of the 1970s. TheNa!‘onal Institute.of Mental Health has estimated
that 4 to 8 million Americang suffer so severely from depression
that they are unable to maintain théir normal activities or must
seek therapy, while 16 to 15 million more are mildly affected,
probably not to the point of serious disruption of their lives, but
certainly to the extent of much unhappiness to themselves and
their families. o : ' '
It is estimated, alsp, that about twice as many wpmen as men
are afflicted with this disorder, although some diagnosticians feel
that alcoholism amopg men may actualby be a thanifestation of
depression. This \'ﬂ.jt]'differunce has raised another question for
therapists and researchers alike: Can it be explained, in large
part, at least, by women's social and economic status and the
learned-helplessness role, as some regearchers believe, or are there
genetic and hormonal reasons foff the differencg? There are a

looking for answers and, hence, relief for the symptoms of
depression. :

For many people, depression ig serious enough to be life threat-
ening. Suicide and depression have an alarming correlation—nat
all persons who attempt suicide are depressed, nor do all those
cuffering from depressive illness seek this way out, far' from #t
aBut about 75 percent of those who attempt suicide are seriously
depressed.

The millions of Americans who can't seem to snap nu't.()f it, who
remain downhearted and troubled for longer periods than the

) ’ ."_) 11

much work and too little, time, or a “let-down” After an exciting.

When the mood drags on and becopa€s more pronounced than the:
normal ups and downs of daily living warrant, it is called depres-

number of researchers, some of them funded by NIMH, who are -

gverage expeetancy orfor whom grief has become a way of life,
may he suffering from one of several types of depression, for one’
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or a number of ¢auses. There is the dep;eqsion which may accom=

- bany a physical illness, a natural phenomenon which should dis~ :
appear when the body rights itself. (Therapists nearly always re- /9
quire a patient to have a thorough phvsncal examination at the very .
beginning of treatment.) d

Bouts of depression are.sometdimes a qhdrftllved accompaniment
to bodily chan(izes or cyclieal events, such as mamtruatlon Post-
puartum depresSion, or “after-baby blues,” is n /.mg unusual og
fearful —unless ‘its condition lingers or rendersfthe mother (and
father, indirectly) unable to care for and enjoy the new child. ’
Certainly,. reaction to Change in body and appearance, sleepless ¢
njghts, and realjzatior. of a new, awesome responsibility may well
combine to eficit 4 few temporary mood changes

The most coggien sbodily cycle, growing old, is often accompa-
nied by depresqlon——not everyone agrees with the poet Robert
Rrowning that ‘ghe best is yet to he.” In some mdmduals there is
no marked reaction to the aging process, whilg for others, the -
response to disturbances of metabolism or gla,}ndular function may
bring about seriou} sngnq of trouble, with such depressive symp-
toms as insomni4, excessive anxiety, worry, and physical com-
plaints such as dlzzmess headaches, and overtiredness. This has
been called involutional depression, or involutional melancholia.
[t usually appears in women around the ages of 45 to 55, and in men
around 50 to 65. (Authorities have differed as to wheth\er the condi-
tion iy unique to this age group or may be psychotic depreqw)n
the more current view,)

Many individudls who have remdlned unaffected by this involu-
tional s_vndwf)me become deptessed in later years. Ret iremeht, loss R
of a spousz,’and financial worries fi equently trigger depression in
the middll'-a;,ed and elderly. The dread of no longer being needed »
at the job which has occupied much of one's thoughts and time or
at home-—glibly called the “empty-nest syndrome” —can be devas-
tating. Fortunate is the man or woman-whose physical and mental
* health comolement each other, or work in tandem, so to speak; who
may find another position, paid or volunteer, or who contentedly
finds this_time to be an opportunity for new learhing or service ..
experiences or for the enjoyment of books and hobbies for which
there was never enough time before.

Of course for many, recovery from grief and loss may take quite
a while This period should rot be overly prolonged, nor should it
be hurried or postponed. The therapeutic term, “working through
grief,” i apt, since it implies gradially leaving the grief behind
and, at least partially, filling the void with othef, posijive interests.

Because depression may be exhibitéd occasionally by everyone,
from childhood through old age, and because it mgy accompany
physical illness and transitory stress, it is easier to describe than .
to classify. What's more, two of the major affective; or emotional, L
disorders are known principally hy their dopre;sslve 8y mptom% lhv
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first of these, Bipolar, or manic-depression, alternates between
monds of excitement and of lethargy and withdrawal. The “up”
period may be one of euphoria and elation and frequently of feel-
ings of near-omnipotence, .0t not necessarily of happiness, cer-
tainly not of contentment. The “down” period is just that. Changes
hetween the two are signaled by changes in body eyeles---rhythms
of sleep, energy, even temperature. ) '

The other affective disorder, known as wnipolar, lacks the manic
swings. Both of these forms of depression are psychotir, whereas
nenrotic or reactive depression does not indicate loss of touch with
reality and is not nearly as disruptjve and destructive a psycholog-
ical disturbance. Further, psychotic depression may appear for no
reason that is readily apparent to-the outsider, while neurotic de--
pression can often be tied to a fairly specific event, even though
the occasion fur the depressed response may not he as obvious as
that-which follows a normal reaction to grief. .

In the reactive depression. there may well be, also, a history of
other neurotic manifestations in the individual and in other mem-
bers of the family. And in contrast to persons suffering from other
neuroses, the depressive nenrotic seems more likely to respond to
stress or grief with self-accusations and guilt, and often to be rather
insecure and passive, oversensitive, and inclined to harbor rather
than to express anger and resentment, so that his depressed mood
seems to be out of proportion to its cause,

Most neurotic depressives make their condition evident in their
constant boredom and inactivity, tiredness, and lack of interest in
activities which formerly brought enjoyment. They may he irri-
table, forgetful, cranky about minor annoyances, indecisive, and
slow to react. They may cry a lot and have little appetite for food”
or sex, with physical complaints ranging from indigestion and con-
stipation through insomnia or disturbed sleep to headaches, dizzi-
ness, and abnorma) heartrates. Many may unconsciously hide their
depression from themselves and others with overdrinking, over-
vating, or overworking, or with promiscuity or gambling, activi-
ties which may also be a means of seeking relief from melancholy.
(Sinee aleohol is itself a depressant, sinee overeating and overwork-
ing noay lead to physical impairment, and since promiscuity and
rambling may lead to feelings of guilt, the relief is likely to lead in
a cirele right back to further depression, exacerbating rather than
solving the problem.)

For most cases of the “blues,” the cures are as obvious as the
causes, and the greatest of these is time . to rest, to lick «ne's
wounds, and to regain perspective, alone or with a sympathetic
other From friends, physicians, and adviee columnists come all
manner of suggestions, nearly all of them effeetive: change of scene
or of tasks, like making a new dress nstead of cleaning the closets,
or chopping wood instead of eleaning out the hasement; giving one-
wolf w special treat taccording to cartoons, a new hat is the tradi-
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tional mood elevator for women), looking up friends who are
especially congenial; taking time out just for oneself; or helping
someone else.

Ideas of this Sort are splendid for anyone who is down in the
dumps. Indeed, one woman who called the National Institute of
Mental Health’s Public Inquiries office for advice in finding therapy
for her depression evidenced the beginning of recovery when she
said, “I thmk ['d feel better if [ got out and did something for some-
body else.”

However, to most people in the midst of a depresswe episode,
whether neurotic or psychotié, such auggestions would seem flip-
pant and uncaring, cruel, even. Such remedies probably seem like
justtoo much trouble to the individual in a mild depression, feeling
low about the present and pessimistic about the future, unable or
unwilling to deal with the day-to-day business of living. They

v would certainly be unwelcome to the severely depressed, the person
who is completely withdrawn and apathetic, until time and therapy
have dgne part of the recovery work.

Periods of moderate depression, signified by slowed thinking and
action, are considered by some to be the most dangerous because
suicide is likely —self-guilt is especially strong among this group,
and they are able to muster enough energy to generate at least a
suicidal attempt as a solution to their problems. Usually there are
warning signs, aptly and poignantly called “cries for help.” Occa-
sionally the despondent mood may appear to lift or disappear
immedjately preceding the act of suicide, evidencing the individu-
al's ralief at finding a way out. Unfortunately, conventional therapy
doesn’t always work, and constant vigilance by concerned dthers is
not always possible.

But the outlook for people suffering from neurotic depression is
bright. Most people, whether they are involved in mental health
service or not, are becomihg more informed about the nature of
depression of all sorts. There is not such surprise as formerly that
some men and women—and young people—are depressed rather
than exhilarated by Christmas or Hannukah, times of giving and
merriment, or by the beauty and promise of spring, seeming rather
toidentify with a cold November.

It is known, too, that most mild depressions nearly always dis-
appear without treatment and that usually they do not recur —they
just have to be lived through. For more serious cases, therapy of
some sort is required, sometimes for ornly a short period. Therapy
can beachieved through the administration of antidepressant drugs
tphysician-preseribed, of course), the use of electroconvulsive shock
treatments, a talking therapy, or a combination of these. No matter
which therapy or combination of therapies is used, it is important

more important than many realize—that treatment be continued
past the point of feeling a little better to the point of assurance by -
hoth patient and therapist that the desired recovery is well on the
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way. Mea{\while. medications can be lessened in strength and other

types of tFeatment in frequency, until the patient can standon his’

own. :
During an episode of neurotic depression,'psychotHerapy may be
used which can help the patient to uncover the emotional back-
¢rounds of distress and to change personality and living patterns
so that the recurrence of depressions is less likely. Supportive
group therapy, listening and being listened to, making and accept-
ing suggestions. is beneficial for some individuals. '

A new therapy is being tried in Philadelphia with good results—

about 80 percent——although its chief practitioner, Dr. Aaron Beck,.

director of the Mood Clinic at the University of Pennsylvania Hos-
pital wants to do followups for a few more years before making
great claims for his style of treatment, This cognitive therapy, as it
is called, seems so sensible and old-fashioned that new may seem
to be the virong adjective. :

The idea is to help change thinking about oneself and one's
world, so that the individual will recognize incorrect.automatic
reactions and view them objectively. In this way, a negative
thought—I'm wicked and unworthy of anything good, the world is
aterrible place, things can’t get any better —can be put aside before
it becomes depressing. The therapist collaborates with the patient
rather than playing God, dealing with symptoms and behavior
rather than digging into the unconscious. ’

Dr. Beck sometimes suggests talking to oneself: “I've prepared
dinner (made a good sale. passed an exam) many'times before, so
why should [ not be able to do it now?” The patient may be required
to keep a journal of activities and the good or bad feelings which
accompanied each event. Going over such a list can be illuminating
for the patient who may have viewed reactions in a negative way,
whereas the doctor or womeone close to the patient can poipt out
positive accomplishments and pleasant experiences.

Therapists are eager for depressed persons to know what they
" know, that depression is not hopeless, that if they wait awhile, it
will probably go away. If it lingers too long.! or recurs too soon or
too frequently, th("rv are many resources for-Rejp.

Hypochori-ina

Maintaining good health is a valid concern. Exercise, cleanliness,
sufficient rest, and good medieal atgention are all obvious requi-
sites. These and the informed use of Sound nutrition are sufficient
to provide for most people the sound hody which, since ancient
times. has been deemed basie for a sound mind. Nor should such
practice require much time and effort---gr thought —-if good habits
are formed.

There are individuals, however -—perhaps 5 percent of those
classified as neurotic - for whom these concerns hecome such a
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,preoccupat'én that they form a way ‘of ]lfe In hypoahnndn(wal

neurosts, ¢ mplamt% ahout constipation, pains in the heart, head,

stomach, or back, or perhaps of symptoms provmg the presence of

some awful and preferably rare disease consume a good part of

one’s time and attention and unfortunately, conversation. The .

hypochondriac eagerly reads about mew djseases and tries new ..

medications, with little real knowledge of medical pathdlogy. She
.~ (more commonly the hypechondriac is female) is likely to use a
wide range of medications with little discrimination and, when
describing her condition, to present not one but many symptoms.

Few hypochondriacs are actually physically'unhealthy. As in the

- hysterical neuroses, they do not show anxiety which might reason-

‘ ably be expected of tlle outcomes of such dreadful illnesses as they
describe. Unlike conversion hysterics, however, they do not exhibit
such sensory, motor, or visceral symptoms as paralysis -or anes-
thesia. And as mlght be expected, a real organic |llness, with hypo-

chondria, grows in the patient’s mind until it is magnified far
beyond reality - e

A hypochondriac can reaHy ruin a family outing. Suddenly Mom,
following a fairly predictable pattern, “doesn’t feel up to it.” Other
family members may go on but their good time will be tarnished by
guilt feelings for having left her alone or by dread of the recital of
woes they will have to listen to on their return. While there mayy

2 be a strdng belief that she is actually uite well, those elose to her
will hesitate to disregard her complaints completely, (It is unfortu-
nate that sometimes persons of normal psychic energy may push
themselves beyond their physical energy to avoid any lnconvenlence
to others or an appearance of hypochondria.)

. How does hypochondrla come about? Its example in a parent or
other close relative is a good start, as is overconcern with childhood
lllnesses beyond the normal precautions. The pleasurable sénsa-
tions of receiving added parental attention, a visit by the doctor,
and sympathy from friends and siblings naturally help to mitigate
the discomfort of an illness. This reaction is proper and right. It
may lead to future trouble, though, if the patient learns to use ill-
ness as a way df controlling th‘ se around him and of d\()ldlnP dis-
tressful situations. v

Many cases of hva(hondrld begin in middle life. A far greater
impetus to the development of this condition than the normal
physical difficulties which may accompany aging is the disappoint-
ment of realizing that one's life has not, and probably now will not,
achieve what one had hoped. Discontént with one’s marriage, occu-
pational outlook, or social situation may trigger hypochondrla in
the predisposed person as a response and a retreat. If one is sick,
one doesn't have tiMry. She receives sympathy as a substitute for
love, with no active effort on her part. And if genuine disability i¢
exacerbated by hypochendria, the individual may not try to learn

v
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to cope with his disability or to compensate for it through. more

normal; healshy means. > "
Since the hypoehondriac is not consciousiy malingering an-itruly
_believes she is not well, treatment is difficult. Indeed the thu)apist

who, after a thorough examination or physical)r yort of $he patient;

indicates disbelief in the seriousness of- the copdition will probably”

Igse the patient to someone else, [t is possible and certainly to be
hoped tha® some behavior-modification methods may be éffective
ur that the patient may become convinced through therapy that
approaching life squarely will be healthy and self-fulfilling rather
than, ultimately, self-defeating. .

Hysteria

. . LA . ) |
The aeurnsis known as hysteria can appear In many forms.
Sometimes it mimics physical disabilities—a lame leg, writer’s
cramp, deafness, or loss of .sensation. Occasionally it is hystgria

‘that. accounts for a blocking out of one’s identity and past, or of

running away a_r;&lstarting a new life.with no memory of former
ties and responsihllities. Algo, there dre a few instances of twoor
more personalities, each of them a com plete entity within the same
body, which may be aftributed to this disorder.

Fiction, cinema, and television have found situations based on
.stch real-life examples a rich lode indeed. Who has not seen a story
about a singer. who, when her big moment finally arrives, unac-
countably loseg her voice, or a show about the victim of a crime
whoy for-no apparent physical reason, is struck deaf or blind? And
the husband who suddenly remembers his identity after years of
wandering and returns to his family, sometimes to his wife’s con-
sternation, is superlative material. Gothic novels are replete with
sleepwalkers, roaming unaware through dark gorridors with. eyes
wide-open and arms outstretched. Also, people remember the
absorbing book, later a film, The Three Faces of Eve, which
recounts a true story about multiple personality. .

The frequency with which various models of hysterical neurosis
have been dramatized, and the impact of .»wspaper accounts of
forlorn individuals found homeless and penniless in a bus station
with.no idea of who they are or where they came from, far outweigh
statistical reality. It is estimated that less than 10 percent of all
neuroses which are treated may properly be called hysteria. The
condition is. by no means #in exclusively female disorder, as the
ancient Greeks believed, although more women than men are so
classified: social and cultural factors may well have dictated this
patlern as more appropriate to wowmen than men, as with somq of
the other neurotic patterns. ‘

Long hefore Hippocrates, hysteria was recognized as an individ-
ual and, on oceasion, a group phenomenon. Mass hysteria has
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oceurred from time to time, for instance in the wild outbreaks
known ag St. Vitus' Dance «uring the Middle Ages. In more recent
times, there have been reteaie of seizures of entire assemblages of
people in a schoolroom, an indussrial plant, or a religious gathering,
with all of them e\(hlbmng the same symptoms of a reaction which
spread from one to the other by the power of stggestion.

The study of hysteria and its treatment, first with hypnosm and
later through psx('hoanal_\,m was an opening wedge in the 19th
century’s inquiries into the neuroses. In fact, the first significant
publication of the psychoanalytic school was Studies in ﬂg%c:‘iu,
by Drs. Sigmund Freud and Josef Breuer. (Interestingly, Fréud’s
theory that the hysterical symptoms evidenced in physical disabil--
ities or illness are actually “conversions” of sexual needs and con--
flicts is reminiscent of Hippocrates’ theory of the “wandering
womb.”) Pierre Janet, a fellow- studegt of Freud's when he!studied
undor Dr. Chareot in Paris, is deemel\ first to give a psycholog-

ical theory of neurosis. He considered Bnstitutional wéakness
uf the nervous system and blamed hysteria on poor heredity and
degeneracy. His therapy, however, was a forerunner of both
psychotherapeutic and behavioral therapies.

Therapists now know that the emergence of hysterical reactions
may be impelled not only by sexual problems but also by avoidance-
of painful duties or inereasingly dehanding, uncomfortable respon-
sibilities, by escape from %treqqful or painful memories or pros-
pects, or even by distrust of one’s own motives and desires. Hysteria
résembles other neurotic patterns in these respectq and in its use
of the repression of undesirable thoughts and impulses. Obviously,
dealing with a conflict by forgetting it (avoiding it), if successful in
early life, can easily turn into'a habig, with repression as the chosen
method Qf handling erises in later life. ,

Hysterical nenrosts has certain similarities also to the hysterical
personality disorder. This disorder is a-paradox because its effec-
tive result is a relatively firm control of interpersonal relationships,
even though its basice message is one of frailty and helpleqsness
The hysterical mode may be forming when one begins'in childhood!
to view the world unrealistically, without the ability to weigh facts
and to make eritical judgments for oneself. According to many
therapists, these ingredients mixed with (or because of) insuffi-
cient proportions o7 love ;xﬁ(\i,/attcntion in the early vears are the
recipe for the hysterical-perSonality. It is axiomatic that low Self-
regard can result from receiving loving parental attention only
when one is sick or playing a role. The other concomitant of the

“hysterical personality, a feeling of worthlessness and inadequacy,

follows logically.

Such descriptive terms as emotional, hlstrmmc unrealistic, «
incurably romantic are applicable to both groups. Both are un-
aware that they are over-reacting. Some current therapists have
observed that the two, the hysterical personality disorder and
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hysterical neurosis,~are akin in yet another réspect—the uncon-
scious but pervasf¥e obduracy and self-will evidenced in both, a

* vestige of Janet's comment about the hysteric’s fixed, though sub-

conscious, ideas. In the hysterical personality“disordersthis control
is exercised over one’s responses from others. The self-will is seen
as g prime factor in conversion reactions, historically the more
familiar of the hysterical neuroses. - . '
Conversion reaction is the hysterical imitation of physical symp-
toms. It appears in sensory symptoms such as analgesia, d loss of .
sensitivity to pain; anesthesia, a loss of all feeling in some part of
the body; or paresthesia, strange, tingling sensations. Sometimes
the conversion emerges in motor symptoms—pafalysis of an arm
or leg, or in mutism, deafness, or blindness. Visceral symputoms —
headache, choking sensations, or persistent hiecoughing or sneéz-
ing-—-are another possible response of the conversion type. - +
New knowledge about the extraordinary ability of an individual

-to control bodily functions —blood pressure, migraine headaches,

possibly even some epileptic seizures—has anoused great interest
recently among scientists and lay persons alike. Awareness of this
ability renders more comprehensible the unconscious power of the
conversion hysteric to blot from sight what he does not wish to see,

* to immobilize a limb he does not wish to move, or to be deaf to what

he does not wish to hear. Cases of paralysis of a hand which had
injured someone or of deafness to prevent hearing of a lovad one’s
death are typical conversion reactions.

Interesting observations of conversion reactiong were made dur-
ing both World Wars among some-of the military pergonnel who
repofted for “sick call.” A soldier who suffered from such a stiff
tack that he could not straighten up, or a gunner with tremors or
paralysis in his “shooting arm;” an airmam who complained of
night-blindness § flew night missigns), or his buddy who suf-
fered from blurred or double vision; sailors seized with deafness,
trouble in breathing, or aphonia, in which they could not speak
above a whisper—all these illustrate ways of handling stressful
situations unconsciously, without having to admit to fear or failure,
and without damage to self-esteem.

With the passing years, there have been many changes in the
types of conversion reactions as medical discoveries made many
illnesses easier to diagnose and new treatments made some dis-
abilities more fare. Certain’characteristics remain, however. The
hysteric ig still viewed as histrionic, manipulative, unconcerned
about hig disability, demanding, dishonest, and usually unaware
of the depth of his self-centeredness. The feryéle hysteric is seen as

- sexually provocative but frigid and basically rejecting and, like

most hysterics, possessingd low sense of self-worth.

Fewer dramatic sensory or motor types of hysterical neuroses
are appearing at present, especially among better educated per-
sons; however, simulations of the more unusual diseases, difficult
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" to diagnose and treat even when they are real, are cropping up. .. -
There have also been cases of hysterical appendicitis’or tu?)ercu- ’
losis, even pregnfincy; with many of the presenting symptors to R
lend authenticity. Inspiration for these comes, of course, from the
illnesses of friends or relatives (or television). ;

Despite the striking similarity' of hysterical pseudodiseases to
the real thing, skiled diagnosticians can usually spet the hysterical
custurbance. For one thing, the hysteric shows little concern about
his disability or its possible long-term consequences. For another,
the disability does not follow the expected pattern—a paralyzed .
leg or-arm does not wither from muscular disuse, the hysterically \
blind person does not bump into things, and musches contracted
into writer's gramp or a locked knee usually relax during sleep,
sometimes remaining relaxed for a while if the person is awakened
suddenly. Most illustrané' are the once-familiar “glove” and_
“stocking” anesthesias, in which the lack of feeling extended in &
pattern that would fit a ~.rment rather than the actual system of
nerves. : * :

The distinction between conversion reactjons and real organie
disorders may be blurred when there lias been a genuine.disorder
prior to the onset of its hysterical counterpart. Diagnosid can be
difficult, too, in the cas‘e of a victim of an industrial or automobile '~
accident who may see 'his condition as proving beneficial finan- .
ciallys However, such malingergrs react differently from the true
hysteric in their defensive responses to inquiries or sympathy,
being surly and evasive rather than typicglly open, dramatic, and
unconcerned when discussing their symptoms. ‘

Feeling sick at the prospect of an unpleasant event or-another
day with a teacher or a boss one dislikes is not unusual, nor is it .
unheard of to avoid facing a problem by claiming illness. Most peo-
ple could plead gyilty to this occasionally. The conversion hysteric,
however, comes’finally-to ¢mploy this means of avoiding even
everyday vexations which most of us handle with an all-in-the-
day's-work attitude, perhaps with some grumbling or a similar 3,
tension-reducing mechanism.

Many people, at times of emotional shock —loss of a spouse,
extreme financial reversal, or an accident—undergo temporary
periods of unreality, giving the impression of being dazed. An over- *
load of stimuli or of things one thinks must be done all at once may
result in brief lapses of conscious activity. At such times, pausing
awhile to pull oneself together is wise and salutary. Scarlett
(YHara's way of handling reversals, “I'll think about that tompt’-
row,” works well for many people. Waiting until things are quiet or
uritil one is rested, when the first shock is dissipated, is useful for
gaining perspective and regaining calm.

The less stable personality, however, who has not learned to cope =«
with extraordinary demands on his psychic resources has little
protection from the results of anxiety.and, as in conversion reac-
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tions, may ufe repression of anxiousthoughts and rejection of real-
ity to an extreme degree. As stress mounts and unpleasant
memories pile up, or as guilty, unwofthy wishes and actiont mul-
tiply, the individual seeks escape. Few people, though, envision
themselves as 80 cowardly as totun away. One way out is repres-
sion, conscious of ‘unconscious, With the uncgnscious repression
comes repression of large parts of the personality. The more agree-
able portions will continue to function in the-usual 'way, since only
th unbearable or threatening matter.is considered undesirable.
This is the dissociative reaction. ’

This dissociation between parts of the whole person, when it’

resufts in total or partial loss of memory for one’s identity and
past life, is called amnesia. Cases of physiological amnesia occur
from time to'time frpm brain injuty or diseases of the nervous sys-
tem or in certain disorders of the aging; in these intances, infor-
maltion stored in the memory is truly lost. : '
Further avoidance of problems, not only by forgetting but by
running away, physically escaping, is known as a fugue state. Oc-
casionally, though not inyariably, the individual who has thug
escaped may, after days or even years, wake up ang, realize that
he is pot where hethelongs, having complete amnesia for the events
of his fugue experience. In the meantime, he'may have, quite lit-
erally, started a new life with no coriscious recollection of the old.
Interestihgly, during the fugue, his habits, ethical values, talents,
and interests will probably remain the same. His activities, though,
may well.pefleet some Wisit-fulfillment in the new identity he
assumes, showing an unconscious choice of new patterns melded
with the old. . ' BN
The dissociative reaetion £an show up also in somungmbulism, or
sleepwalking, although some cases may ‘he due to a.neurological
abnor.nality” Characteristic symptoms of ‘'this syndrome, which
seems to occur more often in boys and mén, are walking or per-

fofming ritualistic behavjor apparently. with great,purpose even

though in a dreamlike trance; respondiveness to questions and com-*
mands; ard an amnesiac condition for the sleepwalking period
upon awaking. Children frequently outgrow the condition, which
may be accompanied by night terrors and bedwetting. Since the
sleepwalker may come to harm or, oceasionally, do harm to some-
one else, therapy, physical or psyehological or a combination, I8
warranted’ : _ _ ‘
The sayings.f_‘-‘l% just not mysélf today™ or “I didn’t think you
had it in you.”™ reflect ordinary reactions to normal variations in
personality. A wish-to be more easygoing or more vivacious, a re-
gret gver misbehavior,.a desire to appéar more composed —all of
these are occasional, but very predictable, respoases in life. And
everyone gives way sometimes, usually ‘with more surprise to
others than detriment to himself. The dramatic, foftunately rare,
cases of dual or multiple personality illustrate a hysterical han-

30




?

dhng of this sort of eruptmn of un\yel( ome thought% and impulses
into the consciousness. . :
This multiple personality change appears to be wrought in two
complete beings or more, rather than compoqqd of fragmepts ol the
previous perqonallty as in the case of the amnésiac. And, tinlike the
" Victims of amnesia, the two of more personalities housed in the
" same body usually have qultg different value systems and manner-
isms—prudish vs. promiscuous, animatéd vs. quiet and reserved,
neat vs. ankempt. Seemlngly, the one must compensate, or perhaps
atone, for the other. These complete\swnches in personallty, lead-
_ - 1ng to dnsparate preferences in clothing, companions, even speech,:
s : may take place in only a moment or two, in somé instances without
either personallt\ being aware of the other. More diffitult to com- * -
prehend are cases where, although the domlnant perqonahty isnot °
consdious of the other, the “co-conscious” personality in some way,
such as automatic writing, indicates an awareness of the thoughts
- and activities of the dominant one, if only. to jeer.
Such classic forms of hysterical. reactions, conversion or dis--
sociative, may not be ericountered as frequently as formerly. As
with phobicand other neuroses, styles do change. Parenthetically,
it might be conjectured that some of thg yourg persons who sud-
denly abandon jobs or scheoling to embrace a new cult ar “follow
. "~ the guru, " certainly a more appealing method of - avoidance than
‘ most of the fiysteric4l reactions mentioned above, may have more
in common, with the so-called “sofa ladies” of former, days than _
. they might realize. These were the women who, after a lover. was -
killed1n battle or the family fortunes declined, “took to their beds,”
to be nurtured for the rest of their long lives by their families and
visited b_\, sy mpathetic friends on their.Sunday afternoon rounds.
“Curing” the hysterical neurosis can be difficult. Somefimes; of
course, sponhnopus remigsion will occur. The stressful situation -
which prompted-onset of the condition may subside or disappear
or, through the intervention of a helpful friend, the family phy-
sician or a clergyinan, the sufferer may bé led to a change in hving
Aand thinking which will alleviate the stress or case adaptation to it
through mere normal avenue A person may be prompted to
’ ~refurn from a fugue state when faced with even more distasteful + -
problems than he fled from originally. Usually, however, it is ad-
visable to seck therapy. .
Thereare certain techpiques, hH)nOSIH and .drug tnerap\ which -
¢have been 4ised for many years and which are found helpful in the
treatment of specific reactions-—amnesia, paralysis, hy sterical
_ deafness, and so on. Many th(,raplstq question, however, whether v
removing specific symptomns is sufficient. They wonder whether #
the hysteric response to aveidance may not re-cmerge in some
other form.
Thordplsts who hold this ()pmmn view thelr ()b_](‘CthC in treating
the yictim of hysterical neurosis as seeing th‘tt the patient’s symp-
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toms no longer.work. A familiar lifestyle, comfortable or uncem-
fortable, is likely to remain if it seems to work even passably. After
all’ it is human to resist relinquishing a cherished. concept or
changing an ingrained habit of thought or action. Therefore, a pat-
tern of sickness as a response to life’s challenges or of repression
. and forgetting as an escape must be altered. _ _
The client thust truly want to make the change—a requisite for
suceessful therapy 1n any neurotic or personality disorder. The
“therapist can allow none of the usual ploys of'the hysterical neu-
rotic, be it dishHonesty aboat famiiy relationships or past motiva-
tions, histrionics .or exaggeration, seductiveness, or. shiftidg of
blame. The initial focus of treatment may be on removal of the re-
. ported symptom, so that immediate relief can be obtained and the
chronic pattern of sickness as a response c¢an be broken. The final
obicetive is much more difficult. That aim is to ¢hange the client'’s
sattern of living and to force him to take full responsibility for

what happens in the future, with no attempts at the old defensive

patterns.

Neurasthenia

. whired nerves” sounds like a television commerecial. Actually, it
- was Freud's definition of newrasthenia, literally “nerve weakness.”

. After Beard and others used the term, it became a late 19th and

early 20th century catchall explanation of many neurotic symp-
toms, ‘as nervous exhaustion and nervous breakdown are now.
The cure was a long period of rest and relaxation, since it was
believed that the cause was too much work and stress. Indeed,
Freypd considered the United States the n al habitat for the
neurasthenic because of its frenetic h'fe-s&tylea.im '

Overwork. of course, results in physical rather than nervous ex- -

haustion. But the chronic fatigue, sleepiness, lack of enthusiasm,
and inability to concentrate and complete a task which are symp-
tomatic of the neurasthenic are comparable to the gensations of
horedom, frustration, or disappointment which can occasionally

turn a sunny day gray for anyone. And just as the lethargic feeling -

can he alleviated in the dverage person by going swimming or
dancing or to a movie, so it is in neurasthenics, who usually raily
noticeably, if only temporarily, with attention and diversion: |

[t is roughly estimated that teurasthenia comprises about 10
percent of all neuroses. Like_them, it contains elements of pro-
longed, probably unconscious emotional struggles. Its sufferers are
sincere in their complaints, and its effects are a diminution of the
enjoyment of li,vin! Additionally, families, particularly spouses,
are held down by the weakness and weariness of neurasthenic
persons, whose basie deficiencies are lack of self-confidence and
independence and whose histery may include a sickly and over-
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protected childhood. The condition ‘.dtfferg’from hypochondria,
since it consists of general complaints of weakness and lassitude,
with vague aches and pains. .

The neurasthenic is understandably hard to treat, sometimes _
even welcomes the discovery ofa real somatic disturbance which
will justify the chronic litang of complaints. Possibly there is a
self-defeating factor against fecovery in that eventually the drear-
iness of the neurasthenie person will lose for that persqn the neces-

~sary and desirable patience and support of family and friends.
Rurther, there is the distinct possibility that genuine physical dis-
orders may result from the lack of physical exertion, good appetite,
and mental alertness which are igaportant to good health.
“Some of the unhappiness and anxiety can be relieved by the use
of tranquilizing drugs. Permanent therapeutic results, however,

~ depend on the promotion of understanding and self-confidence—in

other words, the developirent of maturity and courage toward life.

Obsessive Compulsive Neurosis - ‘

v The fabric of everyday life contains many strands from games
children play, ritual observances, old wives’ tales, and proverbs
based on the experience of many generations. Only rarely, were we
to pause and look closely at thistightly woven fabric, would we
notice these different threads unless there were knots or holes or an
unpleasing predominance of an inharmonious color.

“Step on a crack, you break your mother's back.” Children hop
and run from one concrete blotk to the next, happily calling out to
each other on their way home from school. They stare in amaze-
ment at the old raan from down the street who touche every fifth
fencepost and-every other lightpole, in unvarying order, when he
takes his evening walk. ‘ '

“Knock .on wood.” Nearly eversvone participates in such little

" rituals. We cross our fingers to ward off bad luck (or to atone for
telling a fih). We knock on wood to ward off the had luck which
might come from bragging. Because of habit or custom or old
superstitions, we perform these small rites even though we feel a
bit foolish doing so. But checking a preseribed number of times on
the arrangement of the kitchen cannisters in order to alleviate
anxious feelings $eems alien and unnecessary., :

With good reason and the wisdom of experience, grandmothers
adjure the young: “Look before you leap.” Deciding on a major, a
career, a spouse, a divorce, a new house, or a new car should be ac-
complished with care and deliberate consideration, certainly. It is
a characteristic of the neurotic way that nothing can be done, no
new step taken or old one retraced, without painful weighing and
measuring, with'an agony of indecision precluding any action at
all. :
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We wash the dishes before wé vacuum; put on the left shoe first, ‘
carry keys in the left ‘pocket and change in the right, read the
sports section of the newspaper before the editorials. We perform
such things as we do becalse it's €asier because it's more efficient,

“or, primarily, because it has become aytomatic and requires no
thought or decision. But-we are not distressed or rendered incapa-
ble of carrying out the day’s activities if a caller drops in before

-~ - the dishes are done or if someone else grabs the sports p@s first.
' We have probably discovered for ourselves that “a place for every-

, thing and exerything in its place” really does work best, byt a .
temporary disakrangement will not immobilize us. And, beinf
human, we may béxannoyed at the rigidity of the compulsively neat

and orderly. — .

Exaggeration of many normal mechanisms for handling day-to-
day living are part of the obsessive compulsive neurotic pattern.

According to Webster, ah obsession is “a persistent disturbing pre-

occupation with an often irresistible idea or feeling.” A compulsion

. ik an “irresistible impulse to perform an irrational act.” The word
T s “ruminate,” meaning “chew again” when referrin in its cus-
‘ tomary usage to bovines, is the apt term employed iy therapists .

) for obsessive compulsive patients. The effects of the condition mdy
be degcribed by such terms as rigidity, indecision, self-disparage-,

_ . ment, sensitivity to criticism, rationalizing, and perfectionism.

The common core of agreement among all the many theories
about this neurotic pattern is that, like the other neuroses, it is a
téchnique for dealing with life and an attempt to achieve a senseof -
certainty in a uncertain world, to control oneself and one’s sur-
roundings, and to achieve-physical and psychological protection
from forces and events considered to be threatening. Recently some
therapists have attributed it to repressed rage, the struggle to mas-
ter feelings of insecurity and helplessness, or to confused' notions
of time and place, even of life and death. These theories serve to
explaig the indecisiveness which is a hallmark of the syndrome.
They clarify, too, the obsessive compulsive's unreasonable concern
with an unbelievably wide range of possibilities which he imagines

. may result because of his actions or thoughts.

Froud -believed that the obsessive compulsive unconsciously
fended off anxiety with three defense mechanismb: isolation,
which separates an una, ceptable idea or desire from its source in
the memory, leading in turn to dissociation of the emotion from
that memory; undoing, which inust follow when isolation will not
do the job and attempts to cancel out the forbidden impulses by
such activities as checking and rechecking or washing again and ‘
again: and reaction formation. the adoption of attitudes and behav- » |
ior which are often repetitious and are directly opposed -to one’s |
true impulses. )

Many obsessive persons are able to control their lives and envi-
cronments sucpessfully to all outward appearances but with great

~
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" tost to themselves and frequently to those around them, since
ordinary human interactions are difficult for them. They can
rarely know the rélief that comes from making a decision, since
each tiny facet must be examined and re-examined, polished and
repolished. Their striving for perfection can never be satisfied, nor
can they bear to be wrong. Unfortunately, the very qualities of per-
severance and devotion to an ideal, which normally are considered
admirable and worthy of emulation, are not indicative of psychig
health when they manage to blot out all other considerations. How-
ever, obsessions with a great idea or geai have given society some of
its greatest contributions in new fands discovered, new serums syn-
thesized, or, old knowledge preserved. ) ST

Obsessive thoughts may be compared to the familiar occurrence -
of a-tune whigh cottinues to’ echo unbidden in one's head, some-
times re-echoing for hours. The obsessive must contend'in this way
with worries about past actions, decisions ahout future problems,

. or, worse, visions of some catastrophe to himself or someone close
to him. Like everyone, such a person will be bothered by needless
and distressing recollection of an unpleasant experience, an error
in judgment, or thoughtless, hurtful comrients. It is the unrelent-
ing persistence of such ruminations whi-h sets the obsessive indi-
vidual apart. The abhorrence inhereny. in constant reflections
about such things as stabbing one's spouse, or private bodily func-
tions, or fear of committing an obscene act in public is easy to
imagine. It is no wonder that, ag the disturbing thoughts chase
round and round._the individual thus obsessed may take ('xtren']‘c .
measures to exorcise them. ’ -

To counteract or to avoid acting on or even thinking about such
impulses, the obsessive person follows a natural tendency to sub-

stitute with other thoughts and actigns. Thus he may become goed
.~ to the point of stiff prudishneds or preoccupied with the accom-
plishment of a number of set tasks to the extent of creating an ex-
treme imbalance with other aspects of living. The relief of these
ruminations by ritualized behavior forms the compulsive actions

. which render the harassed individual’s life even more obviously
neurotic to the rest of the world,

Ritualized compulsians —checking again and again, washing and
rewashing, knocking on a door a prescribed number of times—
ease aggressive or hostile drives and overcome uncertainty and
doubt,” at least temporarily. The performance of most of these
neurotic compulsions doubtless seems as bizarre and senseless to
the perzon who is compelled to perform them as it does to the
observer.

. True kleptomania, dangerous and guilt producing though it be,
s considered a compulsion. Washing the hands until the skin is
raw, checking the position of a certain chair 10 times, or blinking
the left eye 11 times in suceession are not unusual examples of the
compulsive neurosis at work. One quite ordinaryrlooking man on
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a London street was observed to pause several moments in a door-
way in which he could see his reflection and then to pace off eight
or nine long steps, rapidly and stiffly. He returned to his starting
place and repeated the action, stopped, took another set of meas-
ured paces, then continued walking unhurriedly and unobtrusively
away with other pedestrians, his discomfort apparently cased for
awhile, at least. .

The impulses for which such seemingly unnecessary, foolish ac-
tiqns could substitute are hard to imagine. What emotions are
these compulsively driven people “undoing™? Parenthetically, it
could be obsepved that many people within the normal range of
hehavior might question the strength of the obsessive compulsive
dynamism in obesity, alcoholism, or even “workabolism.”

Fortunately, this neurosis may sometimes dissipate along with
the stress which precipitated it. Therapy is usually difficult. For
one thing, diagnosis and subsequent treatment are understandably
hard in the case of an individual with overlapping symptoms. A
crippling obsession compounded with the compulsive avoidance
factors in a phobia or a compulsive repetitive act combined with
hysteria can he formidable indeed. both in family dynamics and in
therapeuticgestoration. :

Another efement in the difficulty is that the would-be patient is
the principal sufferer. Even families badly affected by the neurosis
of one member may be hesitant about doing anything, and one
person’s compulsions are infrequently a problem to society as a
whole. Neither of these groups, then, would necessarily, influence
an individual to seek therapy and, especially, to see it through.
Actually, the syndrome interferes very little in the daily comport-
ment of sorme people and may even be quite comforiable. Gert ainly,
oven the interruptions of a nagging obsession or the embarrass-
ment of a noticeable ecompulsion may be more comfortable than the
frightening interim between the disposal of old patterns of behav-
ior and the assumption of new ones -—yet another factor to be over-
come in therapy. :

Any therapeutic intervention of this neurosis should have as its
prineipal aim the teaching of new and better ways to handle social
situations. In psychoanalytic therapy, this will be attempted by
first identifying, then clarifying for and with the patient, the pat-
terns of defense he has been using. Finally will come alteration of
these patterns when his ego has heen strengthened, a process which
may be lengthy. Itis hoped that, during treatment, the patient will
be guided to substitute new, construetive actions and reactions for
the old, destructive ways. _

Some obsessive compulsive persons hdve been treated by a light
hypnosis, accompanied hy acting out the annoying obsessions at
the therapist's direcuions, and followed by a light electroconvulsive
'shoek. Other therapists have used a combination of antidepressant
drugs, to relieve the depression which frequently accompanies this
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neurosis, and an axiolytic agent, for the reductign of anxiety which
may arise while the patient’s defenses are down. Phese must be
combined with good judgment and great skill, both clinical and -
psychotherapeutic. Research on this form of therapy is continuing,
as it is on other treatments, : )

Many therapists, who consider that both phobic and obsessive
compulsive neuroses are responses ‘which  have been learned in
order to cope with stressful sityations, hold that “unlearning”
through some form of behavior therapy is the most effective treat-
ment. The therapist must, ¢f course, have empathy for the distress
and desire of his patient and, in the course of therapy, he may id
his client in gaining insight into the background of theé condition
and into the means of continuing and fostering improvement after
the formal sessions have ended. Customarily, the therapist will
explain the course the treatment is expected to follow. The patient
will be advised as to what he may expect from the therapy and, in
turn, what the therapist expects, and.usually he will be told that he
is not alone in experiencing the unbidden thoughts and impulses
from which he is seeking relief. Some patients begin with a light
dosage of an antidepressant drug for the relief of the tension and
anxiety which frequently accompany this syndrome. ’

In many cases, the patient reinforces his involvement by keep-
ing his own records, -after furnishing the therapist data on the in-
tensity and duration of his rumination or his rituals. He may then
be assigned the job of making a note of the extent of discomfort
experienced each time he does not allow himself to put right or
neutralize the recurrence of a guilty thought or worrisome impulse.
For instance, the housewife, so concerned about filth that she
washes the same laundry three times over, when required to let one
cycle of the washing machine suffice, will at first become almost
physically ill from uneasiness. Over a period of time, she will be
gratified to observe the factual proof that the duration of her dis-
comfort has decreased considerably or disappeared altogether.
(The entire family may show improvement.) Or, the businessman,
who, convinced that he sometimes destroys valuable company
papers, checks his desk drawers and filing cabinets thoronghly
four times a day, will have great difficulty in preventing this check-
ing and rechecking at first. Eventually, not only his record but his
own sense of well-being will reward his therapeutic ordeal.

Punishment is used effectively in many ways, by.therapist and
patient together and by patient alone. Cne patient may be forbid-
den to make a certain gesture, such as stroking his chin three times
from left to right, another may be instructed not to ruminate, but
to change his thought pattern forcibly and suddenly each time the
troublesome idea surfaces to his consciousness. Would-be dieters
and not-quite nonsmokers can sympathize with the patient on this
assignment, another proof that a therapist can do relatively little
without the will and cooperation of the patient.
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Small rewards given at certain intervals can be effective, too. A
student who cannot concentrate when preparing for a crucial pro-
fessional examination hecause of ridiculous intrusive thoughts
may be told that he will be allowed 5 minutes for his other thoughts
after 20 minutes of uninterrupted study. Thus, the useless dreams
hecome useful stimuli, rewards for steady concentration. Therapist
and patient, between them, can work out a system of small rewards
for thought stopping or behavior stopping.

Satiation therapy @lso shows, great promise. To rid himself of a
bothersome tic, such as a blinking eye or a fhcial twitch, the patient
is required to perform the annoying act over and over to the point
of fatigue. After a number of scssions, it becomes obvious to the
patient that the action can be caused at will. Before too long, the
muscles cease 1o jerk and‘the tic fades. Happily, the offensive habit
is normally not replaced by another symptom. It is probable that
the patient is so encouraged by success and by the realization of his
own mastery that he is emotionally ready for further successes. A
less visible but similarly productive use of this technique is its ap-
plication with ruminations, in which the individual forces himself
to summon a worrisome thought to his consciousness deliberately
and to retain it, a process which grows increasingly difficult until,
eventually, the thought rarely returns unbidden.

Phobia

Phobias, and the impressive Greek names by which they have
heen cilled, are perhaps the best known of the neuroses. Certainly.
they are the most morbidly fascinating. And in a list of phobias
nearly every letter in the alphabet is represented at least once. A
sampling from the A’s alone includes acrophobia, fear of heights;
alyophobia, obsessive fear of pain; amarophobia, dread of riding in
«t vehicle: androphobia, unnatural fear of men;, and .anthophobia,
unreasoning dread of flowers. It is possible to proceed through the
alphabet, listing feelings of dread which ail people might recog-
nize - claustrophobia, fear of enclosed spaces, is a familiar one--
as woll as many fears which seem farfetched.

Somewhere in the middle of a complete list loom reactions which
many have known personally, the dread of being alone, or mono-
phobia, and mysophobia, fear of dirt, a condition which many a
«mall buy may think his own mother invented. In the T's appears
an obsessive fear surely having its roots in superstitious awe of the
number 13, triskaidekaphobia. The alphabetic search ends with
cylophobua, fear of trees and other wooded plants, and zoophobia,
a morbid fear of animals

Just as the colors chosen for new clothing or interior decoration
change with the whim of fashion, so, to some extent, do the neu-
roses. For instance, the grandiose terms borrowed from the Greek
language to describe the phobias are no longer considered com-
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pletely useful by some therapists; they are cumbersome, and they.
suggest a number of different disorders rather than symptoms of
deeper problems which, in reality, may be unrelafed tosthe osten-
sible fear, the one that shows. Some therapists includ¢ most of
these under the heading of Panic Disdrders. Furthermore;.changes
in styles of phobias have occurred through changes in social strue-
ture or living conditions. In today's crowged world, for example,
agoraphobia, usually defined as a fear of open spaces, refers to one
who feels too insecure away from home to participate in the busy
life of the bustling street or shopping center. Thus the prefix
“agora” is apt indeed —to the ancient Athenian it was the market
place. '

Recent technological discoveries engender new phobias, too, or
give new impetus to old ones. Fear of flying is relatively recent in
origin, and exploration of puter space has revived arophobia, the
fear of living on a planet which is hurtling througlf'th® atmosphere
at unbelievable speeds. Closely allied is astrophobid, the ‘morbid
fear of celestial phenomena, historically evidenced in man’s dread
at the approach of infrequently viewed-comets.

Phobia, whose nature*was first recognized by Hippocrates, may
be rendered more comprehensible by the less customa.y meaning
of the Greek word-“phobus.” It meant flight, running away, escape.
Phobia, then indicates an overall pattern of fear and avoidance. A
keraunophobic, one who is terrified at skorms, thunder, and light-
ning, avoids the noise and flashing light by lingering in a dark.hall-
way or other windowless area until the storm abates; a claustro-
phobic walks up many flights of stairs rather than enter a small
crowded elevator, while his opposite, a climaphobic, will go to any
lengths to avoid the dreaded stairs.

The fear sensation is common to everyone. Healthy caution is a
part of survival, and respect for danger is a prudent part of living.
They are instinctive. Instinets become phobias when they are exag-
gerated to the point of dominating one’s life, or when the thing
feared is feared out of all proportion to reality. The term phobia is
appropriately used also when there is no perceptible danger
attached to the stimulus, as in unnatural horror aroused by cer-
tain colors, an unusual example known as chromephobia. Phobia is
an apt diagnosis, as well, when the type and extent of the fear are
completely out of character with the rest of the individual’s habits
and personality. {Napoleon . nilurophobia, fright at the sight of a
cat, is certainly difficult to reconcile with the emperor-general
Image.) "

Ten million Americans are said to suffer from phobias, to
greater or lesser degree, with morg young women than men in the
group, as in the neurotic syndrome as a whole. (It has been
unmanly to show fear in our society.) And>as with the other
neuroses, there are few statistica! inferences froth which to draw,
other than observations by researchers and therapists, such as the

39




conclusion that indivduals who are introverted and have a high
measure of neuroticism® more likely to fail prey to a phobia
or an anxiety state than to other types of neurosis. Proportionally,
the more exotic phobias occur infrequently, while acrophobia,
agoraphobia, claustrophobia, plus the interpersonal phobias, sex-
ual phobias and death-disease- anurv phobias are the most
widespread.

Phobia has been called the “neurosis of childhood,” since some
phobias resemble childhood fears and because acting afraid fre-
quently engenders a sympathetic response and a release from the
fulfillment of responsibilities. Impressions from a childhood
trauma, such as a nasty bite, a destructive storm, or a gory acci-
dent, may linger long after the parent or pediatrician believes the :
hurt to be healed and forgotten. A desire to avoid repetition of such
an experience is understandable. Childhood can be the time of
learning to profit from che experience of hurts and to deal with
most fears. Alternatively, it can be the time of learning fears which
may terrorize, even incapacitate, adulthood. Anxious parents can
produce anxious children. Overprotective parents can inhibit a
child’s ability to cope with the normal ﬁpprehenqmns w!?ich accom-
pany new experiences. The process of living may become a burden
rather than an adventure.

Fnrtundtely, many people learn to llve vith their phobus with
little inconvenience to themselves or others. Making sure to engage
the aisle seat in a theater, for example, or the inside seat in a plane,
may render a mild phobia manageable. And sheer necessity has
heen known to aid some individuals in apparently ridding them-
selves. gf the disorder altogether. Consider the case of the young
father whose coveted pay raise depended on his checking stock in a
small, enclosed room. crowded with packing cases. He found his
sweaty palms and shortness of breath less debilitating each time he
vidited the stock room and was gradually able to lengthen his stays
there. In therapeutic parlance, frequent or repeated contact with a
tear-producing stimulus tends o weaken, possibly even remove, its

capacity to arouse symptoms of panic. The corollary of this is cledr
A fear producing stimulus is usually strongthened by successful
avoidance. Begging off by getting someone else to check stock
might have cost the young man his new job. Worse, he would have
found his claustrophobia unmanageable if he had not, little by
little, defeated it in the beginning.

Many who suffer from the symptoms accompanying a panic
attack ar:}nnt as fortunate. The sensations of suffocation or faint-
ness, trenibling, rapid breathing or breathlessness, naugea, or mus-
cular weakness are too severe. At the present,-more and more of
these people are wisely seeking therapeutic help. The therapeuti-

techniques emploved vary according to the orientation of the ther-
apist, who may use psychoanalysis, desensitization, reassurance,
or' a combifation of approaches. The therapy may be in either an




individual or a group Qctting, and with or without the use of drugs.-,

Sally has been a victim of agoraphobia for a number of years. Raised in a small
town, she was a popular member of a well-known family. After marriage, she
moved to a city where she knew few people. She was expected, as a “company
wife,” ta entertain frequently and to take part in many civic and social affairs,
As time went by she experienced greater dread each time she was required to
leavé her home and mingle with others, actually begoming panicky in crowds.
Gradually the fear generalized, and she found it difficult to attend parties with
her husband or to drop in at neighborhood coffees. She stopped going to church,
wis unable to do her grocery shopping or, one of her former delights, clothes
shopping, and could not participate in parent-child activities outside of her own
home. :

A therapist using the psychoanalytic approach would attempt to
discover the possible causes of Sally’s phobia—a scary search for a
parent through tRe aisles of a store crowded with adults who tow-
ered over her? Over-protective parents? Security based only on
family status in her hometown, with 16 convietion of her own
worth? An inner conflict which was not resolved in ehildhood?
Displacement of the anxiety occasioned by meeting her husbhand’s
worldly friends into a panic about going out at all”

Through talking with a psychoanalyst, Sally is led to understand
the origins and meaning of her phobia. Hopefully, she will learn to
cope with both the situations she fears and with the anxiety which
has caused her problem. '

There are many therapists who do not believe that understand-
ing is sufficient or effective. Facing and conquering a fear which
has dominated one’s thoughts and habits may be impossible for
some, even though their minds tell them that the fear is ground-
less. Further, the proeedire seems prolonged in an age when people
expect fast relief, : -

Therapists who use the behavioral strategy have substantiated
the strengthening-by-avoidance/ weakening-by-contact prineiple of
coping with a fear-producing stimulus. In cases of specific animal
phobias, for example, patients have been taught to accept the
proximity of a feared and loathed creature by gradually having
closer contact or by being led to imagine and discuss their dread
until, a bit at a time, their anxiety diminishes to a bearable level or,
in many cases, disappears entirely, ‘

If Sully decides on this behiavior therapy as her treatment of
choice, she will first be trained to relax..Relaxation will be achieved
through voga-like exereises of breathing deeply and imagining
pleasant experiences, by minimal dosages of drugs, or by hypnosis
or meditation. During this same period, she will be led to the eon-
struction of hicrarehies, that is, to listing her anxieties in the order
of their power over her. Does she dread a cocktail party where she
must ntake small tiw’k with strangers nore than she fears going to
the supermarket? Is she more afraid of eltting with her husband's
boss at dinner thw returning a dress that doesn't fit properiy?
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Once Sally and her therapist have taken the important first step .
of categorizing her fears appropriately, the process of systematic
desensitization can begin. The therapigt may show Sally pictures
of happenings Which illustrate her fears or he may describe the
situations to her and ask her to imagine herself attending a party,
going to the store, and so on. Sally, in turn, must indicate to the
therapist the point at which a particular episode is too painful to
continue at that ttme. Later,’when that episode no longer induces
feelings of terror, the nixt fear in the hierarchy is dealt with in the
same fashion, and the next and the next, until Sally can remain
relaxed while iniagining herself involved in many events and,
eventually, can resume a more active role outside the shelter of
her own home.

Recently there have been a number of accounts of phobia clinics
and even of a series of classes conducted by-an airline to cure feat
of flying. News stories about the Phobia Clinic at New York’s Long
Island Jewish-Hillside Medical Center in New Hyde Park have
aroused great interest and hope among sufferers of the phobic dis-
orders. The program, which makeg extensive use of hehavior ther-
apy techniques; has been funded by a research grant from the
National Institute of Mental Health, The reported success rate,
about 80 pereent, is exciting, and the testimonies of those who have
heen helped are glowing. Their histories include bouts with acro-
phobia, claustrophobia, fear ‘of speaking in public or even of
responding in the classroom. In cases where a patient indicates
trouble from more than one pervading fear, the phobias are taken
one at a time. Therapy at the-clinic consists of both individual and
group sessions and proceeds according to formula: relaxation,

_construction of hierarchies, and gysternatic desensitization.

One dramatic account is of a young woman badly afflicted with
acrophobia and claustrophobia. During the first of her 26 sessions,
the usual length of treatment at the clinic, she was invited to relax
comfortably, with feet up and eyes closed, take three deep breaths,

“and- imagine herself floating lightly to a peaceful, relaxing spot.

Once her mind was at ease, she concentrated on gradually relaxing
her muscles, from her scalp to her toes. The therapist used the rest
of the 45-minute session in guidiig her to ‘imagine herself on the
third floor of a tall building, looking out a window. In her imagina-
tion she ascended, a few floors at a tme. Whenever she became
anxious, she raised a finger. At this signal, the therapist advised

her to forget it for awhile, relax and begin again. As treatment

went on, she completed the hierarchy in imagination and went

higher and higher in a real building,still only a few floors at aitinie.
Her ultimate victory was going to\the top of the Empiré State
Ruilding and out onto the observation deck where she was able to
o to the edge and look down. Later, Her cla\'mtrophnbia was con-
quered as well. '

Dr. Charlotte Zitrin, director of the clinie, ealls agoraphobia the
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most serious and most difficult to treat of the phobias because of
its all-pervasive dominanee over its vietim's life. By her estimate,
six of every 1,000 people are agoraphobic. Of these, four out of five
are women — England's name for the disorder, “homebeund house-
wive's syndrome,” is apt indeed. Dr, Zitrin suggestq that women
from certain of the ethnic groups served by her hospital are more
prone to agor aphobia becguse of their close-knit, protective
upbringing, Further, she has observed that there are some hus-
bands who may suhtly encourage the condition in their wives, pre-
ferring them to remdin dependent homebodies.

Agoraphobics have heen found to be especially responsive to
minimal doses of imipramine, an antidepressant effective in
curbing panic attacks. For a month before other therapy begins,
some of the patients take imipramine every evenlng In accordance
with standard research procedures, others are given a placebo, or

“pretend” medication, in order to measure the effectiveness of the
drug portion of the therap\ The reported success-rate with the
patients rocvnmg mnpramme and therapy is. 91 percent, and with
the patients receiving placebo and therapy, 71 percent.

During group therapy sessions, small groups of patients go with
a staff member on field trips to a neighborhood shopping center, a

restaurant, or to a department store in New York Clty. After trav-
eling together a few times, they separate, walk through the area
alone, and make the trip back alone.

Remembering that first trip alone still brings didmay, but,
according to some of the women, it was a turning point. Qne
woman recalls weeping bitterly when she was forced to cross a
wide street by herself on that first venture. She recalls, also, her
sense of triumph. Some of the patients admit to their phobia being
arrested rather than cured, but state that, with a bit of extra effort,
they can go anywhere now, on their own.

Some behavioral therapists favor another technique, implosive
therepy, because usually it achieves results more quickly than does
systematic” desensitization. Others disagree, saying that while
many phobic persons are helped, many others appear to suffer
more intensely after therapy. Implosive therapy seems the antith-
esis of desensitization, sinee it requires that the patient be bom-
barded with descriptions of situations and events which stimulate
the terrors revealed early in thvr.xm The patient ig forced to
imagine or live through these experiences vividly, in some cases
with the use of hyvpnosisor drug therapy to render the imagination
more suggestible As the therapist perceives that anxiety related to
any one episode is exacerbated, ke “loads” the patiept with more,
In eases where the patient's imapination is weak or unrealistic, the
Yherapist may even recommend a real-life experience to prove to ¢
the patient that the fears dominating his life havé hdtle basis.
Apparently, the fear stimulus evokes leds anxiety in a secure
setting, asud, therefore, habits of avoidance are eradicated.
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There are many ways, then, to cure a phobia. Remembering that
frequent or repeated contact with the fear-producing stimulus, or
imagining it vividly enough, tends to weaken the power of that
dtimulus, some individuals can, alone or with the help of a family
member or friend, desensitize themselves. As Dr. Zitrin pointed
out, “just edging closer is desensitization.”. : .

Help from a professional therapist is advisable for most people
with neurotic symptoms, of courge, and required for mapy. It has
been observed that about two-thirds of nonpsychotic patients ben.
ofit from one or the other.forms of psychotherapy, showing
improvement in personality and mood as well as in thought and
behavior patterns. Some persons have appeared to heal them-
selves, either through conscious will, a change in lifestyle, or
removal of the stress which helped to produte the neurotic
symptom. i '

It is clear that all of the psychotherapies are growing, expanding,
and changing, and that new ones will continue to evolve as the
times and people’s needs change; there is the possibility that more
psychotherapists will come to employ a combination of therapies,
according o their patients’ particular reactions. Certainly finding
the therapy and the therapist most compatible with one’s needs
and philosophy is most important. . .

Help can be found at most community walk-in or store-front
clinics and community mental health <enters, in the outpatient

+ clinics ofeither the department of psychology or the department

of psychiatry of major medical centers, or from psychiatrists or
psychologists in priyate practice. Physicians in general medical
practice are frequently able to furnish such referrals as are most
pastors and rabbis, many of whom are themselves trained and
skilled in counseling and informed about such resources. For many
people, self-help groups, such as Neurotics Anonymous, are the
answer. '

It probably won't be casy. Coping with life isn't always easy. But
being able to cope-—living, working, playing as most people do—
should be worth the trouble. .
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